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DUBLIN ; LATE OBSTETRIC TUTOR IN THE 
UNIVERSITY OF LEEDS, 


THE 
OF 


’ 


THERE is a growing éonsciousness, which is not 
confined to medical circles, that the state of mid- 
wifery in this country is not what it should be. The 
official statistics are dreadful. Four women die out 
of every thousand who give birth to children. That 
is to say that, assuming that a mother has four 
children, she undergoes a total risk of 1 in 70 of 
dying as a result of childbirth. Such figures are 
terrible, but they only represent a fraction of the 
truth. 

Of the 3000 mothers who die annually in England 
and Wales over a thousand die from sepsis. If a 
thousand die, there is little doubt that a great many 
more are severely infected and barely escape with 
their lives. There is reason to believe that the actual 
number who die is greater than recorded, as those 
women who die within a short period of childbirth, 
and are registered as dying from pneumonia, should 
really be included in the deaths from sepsis. A large 
number of the gynecological conditions requiring 
operation, including most of the ectopic gestations, 
with the risk to life and the long period of disability 
involved, are made necessary by bad midwifery. 
A far greater number of women suffer ill-health and 
varying degrees of inconvenience, often amounting 
to pain, all their lives, but either cannot bring them- 
selves to face the ordeal of a gynecological examina- 
tion or consider that such discomfort is the heritage 
of all mothers. The numbers of these sufferers is 
enormous. 

Finally, we may consider the sum total of misery, 
the broken homes, the orphans, the widowers. What 
more need be said to prove that the cold figures of 
the Registrar-General only give a very faint idea of 
the ghastly results of childbirth in England and 
Wales ? 

In order to improve matters various steps have 
been taken. The midwives have been registered. 
Antenatal clincs have been formed in a large number 
of centres. There has been an alarming increase, 
more far-reaching than is realised, in the State 
control of midwifery. The medical officers of health, 
with little or no experience of practical obstetrics, 
have enormous powers and are practically responsible 
for the control of midwives. A vast amount of money 
and effort have been expended, and there is very 
little cause for congratulation. In fact, the figures 
do not show that amount of improvement which 
could reasonably have been expected even if such 
efforts had not been made. There is indeed reason 
to believe that further improvement is not likely, 
but rather a disimprovement may be anticipated in 
the future. The midwife is expected to know too 
much, and a midwife who knows too much is a 
danger to the community. A highly educated and 
trained sister in any of the operating theatres of our 
great hospitals would not dream of opening a super- 
ficial abscess, and yet a woman with less advantages 
in surgical and other training is expected to make a 
vaginal examination, to deliver breech presentations, 
and, in what she considers an emergency, remove a 
placenta. 

5378 





The doctor is getting less experience in normal 
midwifery, and will not be so good at abnormal work 
as the old practitioner, who learned his obstetrics 
after he qualified by being an assistant in a large 
midwifery practice. Lastly, the antenatal clinics, 
with all their potentialities for good, may in fact be 
a source of danger, for they have made possible 
an enormous amount of meddlesome operative 
midwifery. 

There is one solution to the problem which has 
not been given a fair trial, and that is an improve- 
ment in the teaching of midwifery. I am convinced 
that radical and obvious changes in the teaching of 
midwifery would be of more value than all the other 
efforts put together in reducing maternal injuries and 
mortality, and far less expensive. 


PRESENT-DAY PRACTICE OF OBSTETRICS. 

The following is a short résumé of some of the 
cases admitted to a maternity hospital during 1925, 
and may give some idea of the way in which obstetrics 
is being practised. Practically all of them were 
admitted, treated, and recorded by myself. 

CASE 1.—Primipara, aged 25. Labour said to have started 
five days before, since when she had had about five minutes’ 
sleep. Unsuccessful effort at delivery with forceps. Patient 
admitted to hospital worn out, the head high, and the 
external os only one-quarter dilated. Morphia and scopola- 
mine were given and the head later came down and was 
lifted over the perineum with forceps. Vagina torn to 
ribbons. Doctor thought that he “‘ was pulling bone against 


, 


bone damned hard,” and he was. Ten stitches. Not 
morbid. 
CASE 2.—11-para, aged 42. Practitioner changed a face 


presentation to a vertex, and tried to deliver head with 
forceps. Head was high above brim, and the obstruction 
was caused by the placenta; version ; living child. 


CASE 3.—3-para, aged 31. 
an hour or so and then sent for another doctor. 
at delivery were made lasting for five hours. 
was ultimately brought into hospital. The forceps were 
applied and delivery was fairly easy. The vagina was 
torn to ribbons. The patient had a severe parametritis and 
was in hospital for eight weeks, running a temperature 
up to 104° F. She went out and still is a physical wreck. 


Doctor applied forceps for 
Attempts 
The woman 


CASE 4.—Primipara, aged 33. In labour 24 hours. Head 
above brim. One doctor put on forceps and pulled hard. 
He then sent for another doctor who pulled hard. The 


patient came into hospital with the head high and in a 
seriously collapsed condition. She was given some scopola- 
mine and later some morphia, and the head came down to 
the perineum and was lifted over with forceps. The 
vagina was torntoribbons. The mother ultimately recovered 
and the child did well. 

CasE 5.—Primipara, aged 35. Primary uterine inertia. 
No sleep for five days; frequent vaginal examinations. 
On admission the head was not engaged by its greatest 
diameter. Morphia; scopolamine; quinine; forceps ; 
Walcher’s position. Female child, 7 lb. 10 0z., did well. 


CasE 6.—Primipara, aged 27. 
one evening, and after long efforts at delivery 
the woman was left. Next morning the forceps were again 
applied, but in vain: and so the woman was admitted to 
hospital. A baby weighing 8 Ib. 14 oz. was delivered by the 
forceps, and did well (forceps in middle strait). 


The forceps were applied 
had failed 


CASE 7.—Primipara, aged 21. Brought in by doctor in 
his own car for immediate Cesarean section. The head was 
well engaged. An injection of morphia and scopolamine 
was given. A living baby weighing 7 lb. 8 0z. was born 
in six hours. 


CASE 8.—2-para, aged 31. Doctor came to hospital to 
Cesarean section, but the baby had born 
spontaneously three days earlier and soon after the mother’s 
admission. 


see a been 


CASE 9.—3-para, aged 29. Sent in-as a case of obstruc ted 
labour, after prolonged efforts at delivery with the forceps, 
and still under the anesthetic. An enema was given and a 
catheter was passed, and a child weighing 7 lb. 10 oz. was 


born in 12 hours. 


CasE 10.—Primipara, aged 20. Membranes ruptured 
12 hours before admission. Doctor tried to dilate up cervix 
nine hours after the membranes ruptured, while the patient 
was under an anesthetic, but failed and sent her into hospital 
as a transverse presentation. By abdominal examination it 

N 
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was found that the head was engaged, and no further examina- 
tion was necessary. An injection of morphia and scopola- 
mine was given and anenema. The patient delivered herself 
of a female child weighing 41b. (Pelvic measurements 
10in., 10}in., 7}in.) Temperature 102-4°F. Pulse 106 
before delivery, normal after. Two doses of 40 c.cm. anti- 
streptococcal serum. 


CASE 11.—Primipara, aged 20. 
lie. Head 
gr. 1/150. 
hours, and 


Sent in as a transvers® 
engaged by abdominal palpation. Scopolamine 
Female child weighing 6 lb. 12 0z., born in five 
did well. 


CAsE 12.—Primipara, aged 26. 
two separate occasions. On admission, head just engaged, 
cervix only half dilated. Scopolamine gr. 1/150. Head 
came down on to the perineum and was lifted over with the 
forceps. Baby had been dead for some hours. “I have 
three pairs of forceps—and I used two different pairs and 
I pulled damned hard and could not shift the head’’! 


Forceps were tried on 


CASE 13.—Primipara, aged 27. 
of obstructed labour. There was a large mass of feces 
in the colon. Enema; morphia. Two doses of scopolamine. 
Two doses of pituitrin. Head came down on to the perineum 
and was lifted over with the forceps. Female child weighing 
6 lb. 14 .0z. Did well. 


CasE 14.—Primipara, aged 25. 
before admission. Seven vaginal examinations were made 
outside. On admission the external os was only one finger 
dilated, but the head was well engaged. Morphia; two 
injections of scopolamine ; quinine gr. 10. The head came 
down to the outlet and a male child weighing 6 Ib. 2 oz. 
was delivered with the forceps and did well. 


Patient sent in as a case 


In labour for 24 hours 


CasE 15.—Primipara, aged 30. Forceps slipped twice. 
Two vaginal examinations by midwife. Easy delivery with 
the forceps. Free bleeding from vaginal tear which extended 
to the fornix. Male child weighing 6 lb. 13 0z. Did well. 


CasE 16.—Primipara, aged 27. In strong labour for 
48 hours. Numerous vaginal examinations by midwife. 
Head high above the brim. True conjugate 2} in. and 
perforation. Death from sepsis on nineteenth day. Tem- 
perature 102-8° F. Pulse 120 on first evening! 


CASE 17.—Primipara, aged 24. Membranes ruptured 
six days. Labour commenced 24 hours before admission. 
Doctors out all morning and afternoon. Several anzsthetics. 
Cervix manually dilated. Patient sent in as a case of impacted 
shoulder. On admission, temperature 100° F.; pulse 140 ; 
very shocked. A case of hydrocephalus. Died from sepsis 
after fighting for her life for eight weeks. Temperature 
started first day. 


CASE 18.—Primipara, aged 32. Patient was three hours 
under an anesthetic while two doctors tried at intervals 
to deliver with the forceps. Head high. Pelvic measure- 
ments, 8}in., 9}in.,7in. Perforation. Mother not morbid. 
“If only I had had a pair of forceps that were long enough 
and strong enough I would not have brought her in here. 
My wretched things kept bending.” 


CASE 19.—Primipara, aged 24. In labour 
Membranes deliberately ruptured by midwife. 
vaginal examinations. Double pneumonia ; 
Patient just escaped with her life. 


24 hours. 
Innumerable 
empyema, 


CASE 20.—Primipara, aged 35. In labour 
Attempts at forceps delivery for two hours. 
one-quarter dilated. 


30 hours. 
Cervix only 
Head high above brim. Perforation. 


CAsE 21.—Primipara, aged 20. In 
Three vaginal examinations by midwife. 
Perforation. 


labour 24 hours. 

Hydrocephalus. 
CASE 22.—3-para, 
labour 24 hours. 
brim. Version. 


aged 30. Contracted 
Unsuccessful forceps outside. 
Living child which did well. 


pelvis. In 
Head above 


CASE 23.—3-para, aged 26. Inlabour 24 hours. Numerous 
vaginal examinations. Sent in as a breech. It was a case 
of prolapsed arm and cord and a living child weighing 
7 1b. was delivered as a breech—after an internal version 
had been performed. 


CaAsE 24.—4-para, aged 35. The doctor had discovered 
a prolapsed cord. He therefore attempted to deliver with 
the forceps and failed. He sent for another doctor, who also 
failed. The woman was sent into hospital late at night as 
an urgent case. But the baby was born in the taxi-cab. 


CasE 25.—A case of hydrocephalus. 
with the forceps for hours. They slipped off on many 
occasions. In hospital the skul! was perforated without 
any anesthetic and the body was easily led out with 
American bullet forceps. 


The doctor pulled 





CasE 26.—6-para, aged 27. Miscarriage. Arm pulled 
off and patient sent to hospital, where she delivered herself 
spontaneously. 


CASE 27.—7-para, aged 35. Placenta previa. Plugged 
with two lumps of cotton-wool the day before admission. 


CASE 28.—5-para, aged 38. Placenta previa. Marginal. 
Woke up in pool of blood two days before admission. Nurse 
told her there was nothing to do and she had better get on 
with her work. Temperature 99-2° F. Pulse 112 on 
admission. 


CASE 29.—7-para, aged 2% Placenta previa. Twenty-six 
weeks +. Very collapsed and anemic. Had been plugged 
by doctor two days before admission, but she had coughed 
out the plug almost at once. I requested the doctor not to 
plug again before sending her in, as he had suggested. 


CAsE 30.—3-para, aged 36. Antepartum hemorrhage 
for 24 hours. She was told that she was a very rare case 
with her ‘‘ heart in her bowels.’’ Very ill and collapsed 
on admission. 


CasE 31.—ll-para, aged 42. Toxemic. Antepartum 
hemorrhage, Albumin +++. Numerous vaginal examina- 
tions by doctor and midwife before admission. 


CASE 32.—11-para, 


Temperature normal. 
vagina. 


aged 40. 
Pulse 92. 


Incomplete abortion. 
Three tampons in the 


CASE 33.—Bleeding for two days. 


One tampon in vagina, 
Accidental hemorrhage. Albumin 


> FP . 


CAsE 34.—6-para, aged 23. Miscarriage five days before 
admission. Frequent attempts at removal of placenta. 
Finally sent to hospital with the placenta still retained and 
died within 12 hours of her admission. 


CasE 35.—2-para, aged 37. Placenta previa centralis 
(term). Started to bleed six days before admission. Seven 
vaginal examinations. Acute sepsis. Death. 


CaAsE 36.—4-para, aged 39. Central placenta previa. 
Vagina plugged with 36 in. of gauze. 


Many cases of toxemia were kept unrecognised 
for days before being sent into hospital. One patient, 
booked as in-patient for delivery, was kept at home 
for 15 days because she was too ill to be moved. 
She then came into hospital to die in a few hours. 
At least nine women died during the year as a direct 
result of sheer bad midwifery. It is obvious that for 
every one case admitted to the hospital after unsuc- 
cessful attempts at forceps delivery, there were 
several women whose children were dragged from 
them, dead or alive, through half-dilated cervices. 
Nearly every case sent in by a doctor had previously 
been vaginally examined on several occasions by the 
midwife. 

FAILURES IN TEACHING. 

There can be no shadow of doubt that the doctors 
and midwives were directly responsible for those and 
many other similar cases that occurred in the area 
served by this hospital, and there is no reason to 
believe that the state of affairs is any better or any 
worse there than it is in any other industrial centre. 
In the late war, the old lady who invested her money 
in war loans was morally just as much responsible 
for the killing of an enemy soldier as was the soldier 
who fired the rifle, and, in my opinion, the universities 
and teaching authorities are, if anything, more 
responsible for the bad midwifery than are the units 
who actually misapply the forceps. The truth of 
this contention was very forcibly borne in upon me 
by the following experience. 

One of the above-mentioned cases was admitted with the 
head high and the cervix one-half dilated. The doctor 
who had sent her in telephoned to me that evening to know 
what had been done. I explained that I had given some 
scopolamine as the cervix was not yet fully dilated. He got 
rather annoyed with me and said that he was a strong man 
and had pulled hard, and was certain that the head could 
not come down. The head did come down to the perineum. 
I unwisely wrote inside the chart: ‘‘The second case of 
damnable midwifery of the meddlesome type that has been 
admitted in the last two days.’’ The doctor visited his patient, 
read the chart, and asked if he could see me. He was exceed- 
ingly nice and said frankly that he did not know anything 
about midwifery. He had qualified in the last three years, 
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and had had no clinical instruction in midwifery. The 
patient had made a lot of noise and he felt he ought to do 
something. He was amazed to hear that the head came 
down, and promised never again to apply the forceps until 
the cervix was fully dilated. I have discussed this subject 
with many doctors and they all admitted that they had to 
learn whatever midwifery they knew—at the expense of 
their patients. 


There is one other important consideration. Many 
practitioners in the provinces, rightly or wrongly, 
are very unwilling to send patients into hospital as 
they consider that they know as much about mid- 
wifery as do the members of the hospital staff, who 
are themselves very often engaged in general practice. 

Looking at the matter from another angle: How 
is it possible for the doctors to know anything about 
the subject ? The students attend a lot of lectures, 
which may or may not be more valuable than read- 
ing books. They may even get a certain amount of 
bedside teaching—-so-called clinical instruction. They 
do not, however, receive the one thing that is neces- 
sary. It is of no use to tell a man in a lecture that 
he should not apply the forceps until the cervix is 
fully dilated. It is necessary for a man to be very 
sure of himself to refuse to apply the forceps, in the 
face of pressure from the husband and relations, 
after a woman has been in labour for some hours. 
He wants to do something; he is expected to do 
something; and he is not sufficiently experienced 
and confident to exercise masterly inactivity, that 
virtue which is of great price. He must be shown 
while a student how such cases are treated. A person 
living in, or close to the hospital, should demonstrate 
the treatment of such cases at frequent intervals, 
and the fact that the woman can in 95 per cent. of 
cases deliver herself. He should be taught the use 
of such drugs as scopolamine and morphia. He 


should learn that 95 per cent. of cases in labour can 
be conducted by inspection together with Pawlik’s 
grip. The resident medical officer is, in most cases, 
far too inexperienced to conduct this teaching. 


He 
is, in fact, in many cases afraid of the labour ward 
sister, and realises that she knows more about normal 
midwifery than he does. It is no exaggeration to 
state that a man only begins to realise that he knows 
nothing about midwifery after he has lived for a 
year in a maternity hospital. 


DEFECTS OF THE PRESENT HOSPITAL SYSTEM. 

Here is the crux of the matter, and it is in the 
solution of this problem that the hope for the improve- 
ment of midwifery lies. It is the present hospital 
system—not the universities, not the specialists, not 
the practitioners, and not the midwives—that is 
responsible for the bad midwifery in this country. 
The hospital system of this country evolved in its 
present form when medicine and surgery were the 
only two subjects worthy of consideration. An 
attempt has been made to graft the new plant of 
obstetrics into the old stem, and it is a failure. It is 
possible for a surgeon to say, ‘‘ I will operate at such 
and such a time to-morrow,” or for the physician to 
do his rounds at a stated time. The surgical and 
medical maladies persist for some hours, if not days, 
and the student is thus able to learn all that is 
possible about the diagnosis and treatment of the 
conditions from those best able to teach. But it is 
not possible for the obstetrician to say, ‘‘ I will apply 
the forceps at 11 o’clock to-morrow,” or ‘‘ I will do 
a version for placenta previa to-night.’’ The condi- 
tions in midwifery are all emergencies, and the 
teacher and his student must reside in or close to the 
hospital. This fundamental difference between 
obstetrics and surgery or medicine has not been 
sufficiently appreciated. Until there are several 
combined gynecological and maternity hospitals in 
the country, where men can stay and learn mid- 
wifery and gynecology under some teacher—for at 
least three years—improvement cannot be anti- 
cipated. The hospitals must be combined, for no 
man can afford to stay three years doing nothing 
but midwifery, and then start to learn gynecology. 





ORGANISATION OF THE ROTUNDA HOSPITAL. 

Let me give a short account of the Rotunda 
Hospital. The hospital is managed by a Master who 
holds his appointment for seven years, and two 
assistant Masters who hold their appointments for 
three years and are directly responsible to the Master. 
The extern department is managed by two extern 
assistants, who are responsible to the assistant Masters 
and through them to the Master, and give the anes- 
thetics in the hospital. No man can be appointed 
as extern assistant until he has done a six months’ 
course in midwifery, either as a student or post- 
graduate. No man can be appointed as assistant 
Master until he has been extern assistant. No man 
can be appointed as Master unless he has been an 
assistant master. The assistant Master does one 
month on the maternity side and the next month 
on the gynecological side. All the work in the 
hospital is done either by the Master or his assistants. 
All the records are carefully kept by the assistants, 
who actually do the operations. 

If the results in the treatment of placenta praevia 
are better in Dublin than anywhere else, it is not 
because the Irish women are more hardy, but because 
it is not considered justifiable to leave the treatment 
of such a dangerous condition to a person with very 
little experience—any more than it is right to leave 
the treatment of a perforated gastric ulcer to a 
house surgeon. If there are less Caesarean sections 
in the Rotunda Hospital, and less cases in which 
labour is induced, it is not because St. Patrick chased 
contracted pelves out of Ireland, but because those 
who treat the cases live in the hospital and do not 
decide in a hurry what treatment to adopt. They 
are content to watch the process of labour at frequent 
intervals. In a most illuminating address on the 
Renaissance of Midwifery, Dr. H. R. Spencer stated 
that Boer, the founder of the great Viennese school, 
studied with Smellie and Hunter and adopted the 
British practice, ‘‘ having learnt in France what Art, 
in England what Nature, could do.’’ 


THE RESIDENT OBSTETRICIAN. 

I am afraid that in many centres in England to-day 
Nature is not having much of a chance. The system 
by which there are a large number of honorary 
members on the staff of one hospital makes it impos- 
sible for a definite and consistent line of treatment 
to be carried out for any number of years. It is, 
moreover, almost impossible for the staff thoroughly 
to supervise the nursing and internal management 
of the hospital. The result is that arrangements, 
which should be under the control of the obstetri- 
cians, pass into the control of the matron and nursing 
staff. I am convinced that a low maternal morbidity- 
rate can only be obtained if a thoroughly well-trained 
and competent doctor lives in the hospital and makes 
it his business to supervise every detail of the routine, 
such as the cleansing of bed-pans and douche-pans, 
and the methods adopted for normal deliveries and 
normal vaginal wash-ups. 

The students in England very often deliver fewer 
cases than the nurses, and are taught by people who 
have had very little opportunity of learning con- 
servative midwifery. 1 myself have many friends 
with little or no experience of practical midwifery 
who have been appointed to the staffs of maternity 
hospitals. It is impossible to learn midwifery through 
being appointed to the staff of a hospital. The result 
is a perfect orgy of Cesarean sections. The reports 
of the maternity hospitals offer testimony of these 
facts. Worse than that—if a man, through obtaining 
a surgical qualification, is appointed gynecologist to 
some hospital, he becomes ipso facto an obstetrician. 
A cynic could say hard things, considering that the 
work of a gynecologist is to repair the effects of bad 
midwifery. I plead, therefore, that there should be 
three or four improved Rotunda hospitals in England 
—not only maternity hospitals, but schools of mid- 
wifery—where students can reside and learn practical 
conservative obstetrics by osmosis. The future 
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doctors will then learn not to interfere with normal 
labour, and to send abnormal cases into some insti- 
tution where there will be somebody fully qualified 
to treat the abnormality. It is surely reasonable to 
claim that no operation, other than low forceps 
delivery, should be carried out in a private house. 
In the maternity hospital to which the cases above 
described were admitted the forceps were only 
applied on 50 occasions in 1505 deliveries, including 
a large number of cases sent in from outside, and in 
all but 17 cases the head was at the outlet. 


MIDWIVES AND THEIR FUNCTIONS. 

The training of midwives also needs changing. I 
would suggest that they should be forbidden ever— 
under any circumstances—to make a vaginal exami- 
nation. If the case is normal no vaginal examination 
is necessary. If the case is abnormal a vaginal 
examination is strongly contra-indicated. The mid- 
wife can find out if the head is engaged by abdominal 
palpation. If the patient is bleeding the case is 
obviously abnormal. If it is desired to find out the 
dilatation of the cervix it can be done with ease by 
rectal examination. In a book recently published 
rectal examinations were condemned on three grounds: 
(1) The gloves cannot be sterilised after such an 
examination. (2) There is a risk of damaging the 
walls of the rectum. (3) Nothing can be made out. 
The first two reasons need not be discussed. The 
third is equally untenable. In the above-mentioned 
maternity hospital during 1925 all the cases were 
conducted by rectal examinations. After the nurses 
had made their prescribed vaginal examinations they 
made rectal examinations, as did the students. I 
claim that it is almost as easy for a nurse to find out 
all that she wants per rectum as it is per vaginam. 
No emergency case was admitted during the year 
which had not been examined vaginally on many 
occasions by the midwife before the doctor was 
called. Nurses are expected to know a lot of theory, 
and are forced in examinations to say that they 
would do all sorts of operations in an emergency. I 
know one nurse who was driven to say that she 
would remove a placenta manually, and then plug 
the uterus, using a poker! She passed first of all the 
candidates. They are forced to carry an apparatus for 
giving vaginal douches, which are never indicated 
during labour, and are allowed to give such a 
dangerous drug as quinine. I have seen one fatal 
case of rupture of the uterus following quinine. 

The fundus was not controlled during the third 
stage of labour in any case during the year 1925 in 
the maternity hospital of which I am speaking. Only 
two placentz needed to be manually removed. No 
cases of post-partum hemorrhage required any intra- 
uterine douche or manipulation. If the midwife 
practises in a very lonely spot I would suggest that 
she should receive a special licence to remove the 
placenta if necessary. I would, however, claim that 
it is a very unwise thing to give uneducated women 
the right to remove a placenta, to carry out an 
operation for which they are not trained, and an 
operation which is by no means easy, is rarely 
indicated, and is always risky. 


SEPSIS, 

I have the temerity to suggest that it is an unfor- 
tunate fact that the committee of the British Medical 
Association who have drawn up the interim report 
on the Causations of Puerperal Morbidity and 
Mortality have suggested that further progress in 
the prevention of puerperal sepsis is most likely to 
be made by the study of the endogenous causation 
of infection. They refer to the exceedingly interest- 
ing and instructive paper read by Dr. G. FitzGibbon 
and Dr. J. W. Bigger before the Obstetrical Congress 
in London. I have only two observations to make: 
(1) Every case investigated was vaginally examined 
on at least two occasions by a nurse. (2) I do not 
believe it is possible by any device as yet evolved 
to get a culture from the uterus that is free from 
cervical contamination. 





I have been trying in vain to discover an authentic 
case of fatal sepsis that occurred in a woman who 
had never been vaginally examined. I certainly 
have never seen such a case. It must be remembered 
that some methods of normal delivery amount to a 
prolonged vaginal examination. There can be no 
shadow of doubt that the vast majority of morbid 
cases are made morbid by infection introduced from 
without. 

Only 5-1 per cent. of the 1505 deliveries during 
1925 in the maternity hospital already referred to 
were morbid, as judged by the British Medical 
Association standard. « Of the normal deliveries 
numbering some 1200, only 30 were morbid by the 
Association’s standard, and of these 30, 18 were 
morbid on not more than three occasions. A mid- 
wife would have had to report only 12 cases as being 
morbid. All cases admitted to this hospital from 
outside after operative interference were given 
40 c.cm. of antistreptococcal serum. This serum was 
given in 76 cases. In 57 cases the puerperium was 
normal ; in 3 cases morbidity was noted on four or less 
than four occasions, while in 12 cases the morbidity 
was of longer duration. There were 4 fatal cases. 


THE ATTAINMENT OF A LOW MORBIDITY. 

This is, I think, the lowest morbidity that has 
ever been claimed by any maternity hospital in 
the British Empire, and I consider it due to 
(1) the minimum of interference during delivery; (2) 
the free use of 1-1000 biniodide of mercury throughout 
the hospital; (3) the abolition of all binders, so that 
the patients were free to sit up in bed within 12 hours 
of their confinement; (4) free purgation (every 
patient received 2 oz. of castor oil the morning after 
her delivery, and some purgative every night she 
was in hospital) ; (5) the serum given to contaminated 
patients. There can, I think, be little doubt that 
this serum is of great value in preventing sepsis from 
occurring, if it is given soon enough and in large 
enough doses. Once the patient is septic it appears 
to be absolutely valueless. A marked serum rash 
was noted in a few cases, and a rather severe anaphy- 
lactic reaction occurred in one patient. It is clear 
that if the serum is to be given at all it should be 
given in moderately large doses, and it is to be hoped 
that it will soon be offered for sale at a much lower 
price. The serum was not given to any non-con- 
taminated patient, however severe the operation. 

This low morbidity was obtained in spite of the 
fact that the hospital is badly constructed, and more 
than 80 patients were often housed, although there 
was only proper accommodation for 50 beds. I have 
often seen more than a dozen patients sleeping on 
mattresses on the floor. Puerperal sepsis is not 
caused by bad surroundings but by bad midwifery. 


THE CONTROL OF THE PERINEUM. 

In an effort to get further back to Nature I requested 
the sisters to allow 100 women to deliver themselves, 
by themselves, while the nurse was standing at a 
distance from the bed. This was termed the Garden 
of Eden method of delivery and gave the following 
results : 


N Perineum Perineum 
NO. intact. lacerated. 
Primipare .. .. 35 .eeee, IB sccces 17 
Multipare .. .. 85 wee. > es 3 


Two hundred cases were then delivered by the 
modified Garden of Eden method. All the nurse did 
was to prevent the head from being born with a 
flop. The results were as follows :— 


N Perineum Perineum 
NO. intact. lacerated. 
Primipare .. .. 80 «ese. a Saante 17 
Multipare .. .. 120 ...... 116 ww eee 4 


The woman is allowed to get into any position she 
chooses. There is no feeling for the cord; there is 
no lifting of the leg, causing the woman to feel 
exposed, and there is no possible contamination of 
the nurse’s hands with the contents of the bowel. 
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This method, while interfering with Nature as little 
as possible, gives results which are as good if not 
better than any ritual for the control of the perineum. 


STERILISATION OF GLOVES, 

There is one more subject on which I should like 
to touch. Some two years ago Dr. Bigger and I 
read a paper before the Royal Academy of Medicine 
in Ireland showing that gloves could be sterilised by 
washing with soap and water, using a scrub-brush 
if necessary, and then immersing the gloved hands 
in 1—-1000 biniodide of mercury for half a minute. 
Nobody has disputed the truth of these contentions, 
but some have said that the doctrine is dangerous. 
At the present moment the vast majority of mid- 
wives in practice get feces on their hands every 
day and make vaginal examinations without gloves. 
Boiling destroys the rubber and the midwives cannot 
afford to keep buying fresh gloves. If the gloves are 
washed and treated with the care that is bestowed 
on a crépe-de-chine camisole they will last for a 
long time. I contend that it is much safer for a 
midwife to use gloves so sterilised, and not to make 
vaginal examinations, than to make vaginal examina- 
tions with her bare fingers which cannot be sterilised. 
Feeces are gross dirt and can be easily washed off, 
and they are often less harmful than the discharges 
of the vagina which may not have an offensive odour. 

Moreover, it is impossible for a doctor to apply the 
forceps or to clear out an abortion single-handed in 
an antiseptic manner unless’ he adopts the method I 
have suggested. There is no need for a sterilised 
drum to conduct midwifery with safety. In the 
series of cases here described I neither used nor 
allowed the assistant to use any sterile towels in the 
delivery of such cases as might have to be treated in 
a private house. 

CONCLUSION, 

The results in midwifery in England and Wales 
are bad, and are a lot worse than the figures would 
suggest. The solution of the problem lies in a return 
to Nature and in better midwifery. This desired 
result can only be obtained by drastic changes in the 
teaching of midwifery. I suggest that the whole 
attitude towards midwifery be altered and that 
(1) nurses be forbidden to make vaginal examina- 
tions; (2) nurses be forbidden to deliver breech 
presentations ; (3) nurses be forbidden to control the 
fundus during the third stage; (4) that the modified 
Garden of Eden method of delivery be adopted, or, 
anyhow, that methods involving much _ vaginal 
manipulation be forbidden; (5) that binders be 
abolished, and free drainage during the puerperium 
be obtained ; (6) that several large combined gynzeco- 
logical and maternity hospitals be instituted on the 
lines of the Rotunda Hospital; (7) that the student 
should spend much less time watching operations he 
will never perform, and a great deal more time watch- 
ing normal labour while living in a maternity hospital. 
There is no need for him to spend more time at 
gynecology. 

The efforts at improvement during the last 20 years 
have failed. The general public are getting alarmed. 
There is, I fear, a strong probability that a State 
medical service may be forced on the profession, and 
the bad state of midwifery may be a strong argument 
in its favour. 

When I reflect on the care, skill, team-work, and 
money expended in the operating theatres of our 
land in patching up broken men and women, and 
reflect on the inadequate training which allows men 
to kill and cripple women in their prime, women who 
are performing the act for which they were created ; 
when I consider the sum total of misery which is 
daily mounting through bad obstetrics; when I 
realise that the country of Simpson, Lister, Smellie, 
and Hunter is no longer mentioned in the literature 
of obstetrics, I feel constrained in all humility to 
make a plea for radical changes in the attitude 
towards midwifery, and to hope that these changes 
will be made by the profession before unnecessary 
and ill-directed control is exerted by the State. 
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THE condition for which 
suggested the name ‘* subcutaneous fibroid syphilo- 
mata ”’ is admittedly a very rare manifestation of late 
syphilis. Indeed so scanty is the literature of the 
subject that Goodman,* on reporting a case in 1921, 
claimed that only two such cases had previously been 
recorded, and further that when he and Young? 
published a case in February, 1920, there was at that 
time no similar case in the literature. 

In the case here described, bilaterally symmetrical 
lesions involved the ulnar nerves and yielded rapidly 
to antisyphilitic treatment. 


Parkes Weber! in 1920 


Description of Case. 

The patient is a woman, aged 27, married three years, 
no children and no history of miscarriage. She has had 
a slight goitre since the age of 14, and at 12 years had an 
attack of diphtheria; otherwise no previous 
She gives no history suggesting acquired syphilis. 

Family History.—HWer father died at the age of 67, having 
suffered for over 12 years from a condition the patient terms 
“creeping paralysis,’”’ the description of which suggests 
tabes dorsalis (intense pain in legs, unsteady gait, and loss of 
control of bladder), Her mother, still alive, has had epileptic 
fits (average frequency one per month) since the age of 15. 
An elder sister died at 30 with Graves’s disease; one brother, 
aged 35, has a goitre, and three elder sisters are healthy. 

History of Present Condition.—The patient states that 
during the past three months small lumps have developed 
on the inner and posterior aspect of both forearms; they 
first appeared just below the elbows and gradually spread 
downwards towards the wrist. At first the lumps were quite 
painless, but more recently she has had neuralgic pain. 

Condition on Examination.—A series of hard subcutaneous 
nodules extend downwards along the inner aspects of both 
forearms from just below the olecranon to a point three 
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Semi-diagrammatic representation of condition of patient. 


inches above the styloid process of the ulna. The nodules 
are bilaterally symmetrical and diminish progressively in 
size from above downwards, those nearest the elbow being 
the largest and varying from 1 to 2 cm. in diameter. At 
the lower end of the series the lesions have a diameter of 
only a few millimetres (Fig. 1 is a semi-diagrammatic 
representation of the condition which did not show well 
in a photograph). The nodules are quite hard and adherent 
to the deeper tissues ; the skin over them, however, is freely 
movable. The majority are quite painless on palpation and 
only a few situated within an inch or so of the upper limit 
of the series on each side give rise on firm pressure to tingling 
pain referred to the little and ring fingers. In the deeper 
tissues of the upper third of the forearm, just anterior 
to the ulna and in the region of the ulnar nerve, some small 
nodules can be felt; pressure on these also produces pain 
in the distribution of the ulnar nerve. Over the ulnar 
area of each hand there is some hyperalgesia to pin-prick. 
The interossei, hypothenar, and adductor pollicis muscles, 
however, show good voluntary movement and react normally 
to faradism. There is some parenchymatous enlargement 
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of the thyroid gland with pulse-rate of 76 and no signs of 
hyperthyroidism. All other systems show no abnormal 
physical signs. 

X ray examination of the forearms reveals some nodes on 
the periosteum of the ulna on both sides, but not corre- 
sponding to the nodules seen and felt in the tissues. 

Pathology.—To determine the diagnosis of the condition, 
one of the nodules a short distance below the elbow was 
excised and submitted to Dr. Clement Lovell for histological 
examination. The report was as follows: ‘‘ The small 
tumour, which is tough and elastic on section, is a gumma, 
Sections stained with hemotoxylin and Van Giessen stain 
show, on microscopical examination, masses of fibrous tissue 
separated by a looser tissue which is highly vascular. The 
vessels in this latter area are surrounded by aggregations of 
inflammatory cells, chiefly small round cells. Some of the 
vessels show thickening of the intima with very little 


Section of syphiloma ( 70) showing fibrous tumour surrounded 
by a zone of inflammatory tissue. In this zone are many 
vessels showing endarteritis obliterans with periarteritis. 


infiltration of the vessel wall ; other vessels show thickening 
of the adventitial coat with marked infiltration by small 
round cells ’’ (Fig. 2). The blood serum yielded a positive 
Wassermann reaction. 

Subsequent Progress.—The patient was given six intra- 
venous injections of novarsenobillon (two doses of 0°45, 
two of 0-75, and two of 0-9 g.) alternating with six intra- 
muscular injections of mercury cream (1 gr. of Hg per dose), 
one injection being given each week. Potassium iodide 
(gr. 10 t.d.s.) was also taken by the mouth. By the time the 
fourth injection of novarsenobillon was reached all pain 
had disappeared, and there was a remarkable diminution 
in the size and consistency of the nodules. When the last 
of the series of injections had been given no nodules were 
visible, and all that could be felt was a slight induration of 
the subcutaneous tissue at the sites previously occupied by 
the nodules. When seen six months later there had been 
no recurrence, and it was even difficult to be sure of any 
degree of tissue thickening. 


Subcutaneous Syphilomata: General Clinical Description. 

The age incidence varies between 27 and 60 years 
in the recorded cases and both males and females 
are affected (three males and six females). The 
lesions consist of nodules varying in size from that of 
a pea to that of a chestnut. The most frequent site 
is the ulnar border of the upper part of the forearms, 
the larger nodules being placed near the olecranon, 
and in distribution they are, as a rule, remarkably 
symmetrical. The nodules may also be found in the 
region of the knee, particularly in relation to the 
ligamentum patella, between the patella and the 
anterior tuberosity of the tibia; more rarely they 
extend downwards towards the ankle. Those occurring 
in the lower limb are usually larger and less firm and 
hard than those in the upper limb. In character the 





nodules are of fairly regular rounded or oval shape 
and of a peculiar wooden hardness, a most unusual 
feature of gummata. They are themselves painless, 
and it is only when they lie in relation to a nerve, 
as in the case reported above, that any pain is 
experienced. The skin overlying them is freely 
movable, but they are usually adherent to deeper 
structures. X ray examination, when performed, has 
shown no bony changes; in my case, however, there 
were nodes on the periosteum of the ulna which did not 
correspond to the nodules felt in the tissues. The 
lesions develop slowly, attaining a maximum size in a 
period varying from afew months to two years in 
different cases, and then remain stationary. 

Their syphilitic nature is provefi by the presence 
of a positive Wassermann in all recorded cases in which 
this test has been performed and also by the histo- 
logical character of the nodules—viz., that of an 
organising gumma. Microscopical examination shows 
a chronic inflammatory lesion which has become 
fibrous without undergoing true gummatous or 
necrotic changes. Goodman and Young in their case 
made from a nodule a preparation by Levaditi’s 
silver impregnation method, but Treponema pallidum 
was not found. In most of the cases there has also 
been a history indicating syphilis—chancre, mis- 
carriages, &c.—and, in a few, other signs of syphilis 
—e.g., a tertiary syphilide in Goodman’s case. In 
my case a congenital origin is possible, the history 
suggesting that the patient’s father had suffered from 
tabes dorsalis. In those cases treated on modern 
antispecific lines the nodules disappeared. 


Summary of Cases Previously Recorded. 

1. Goodman and Young’s case*: Woman, aged 29> 
married. No history of syphilis; one abortion at the fourth 
month and no subsequent pregnancies. Wassermann 
reaction positive. Bilaterally symmetrical nodules extending 
downwards from two inches below the olecranon to the 
styloid process of the ulna; also a single mass over left knee 
and in the ligamentum patelle. wuration eight years. 
Microscopical diagnosis: Granuloma, probably syphilitic. 

2. Parkes Weber’s case': Man aged 60. Gonorrhcea 
at age of 20, but no history of syphilis. Wassermann reaction 
positive. Multiple subcutaneous nodules present on legs, 
chiefly right and extending downwards from just above the 
knee to the ankle; in dition, one nodule was situated 
on the outer side of middle of right thigh. Duration seven 
years. The condition was associated with peri-urethral 
induration of the penis (induratio penis plastica) and also 
old disseminated choroido-retinitis of right eye. Micro- 
scopical diagnosis: Tertiary syphilitic lesion become fibrotic. 

3. Goodman’s case*: Man aged 36. History of chancre 
ten years previously, but no secondary symptoms. W.R. 
positive. Two nodules were present on the right forearm 
below the olecranon and three on the left forearm; the 
first of the latter was symmetrical with those on the right 
side, the second was situated over the internal condyle, and 
the third two inches above the olecranon. On the left leg 
a smaller nodule was present over the tubercle of the tibia. 
Duration eight years. Over the metacarpal of right thumb 
there was also a serpiginous tertiary syphilide 2 x 1} in. 
Microscopical diagnosis of nodule: Gumma. The tumours 
disappeared following treatment with 12 intravenous 
injections of arsphenamine, the less recent leaving only a 
slight induration. 

4. Howard Fox’s case‘: Negress aged 45. No definite 
history of syphilis; two children in good health and two 
miscarriages. W.R. strongly positive. Nodules on both 
forearms along ulnar borders and also in the region between 
patella and tuberosity of tibia on both knees. Duration 
two years. Microscopical diagnosis: Organising gumma. 
The lesions responded slowly and imperfectly to intravenous 
injections of arsphenamine, but the patient attended at only 
irregular intervals. 

5. In the course of his communication, Howard Fox 
mentions another case which he observed in 1919: Negress 
aged 34. No history of syphilis, but had three children, all 
of whom died as infants. W.R. positive. Nodules present 
on olecranon and ulnar borders of both forearms and also 
on both knees below the patella. Duration 13 years. Micro- 
scopical diagnosis: Unsatisfactory, as piece of tissue was 
too small and patient was lost sight of. 

Howard Fox’s communication was read at the forty-fourth 
annual session of the American Dermatological Association, 
Swampscott, Mass., in June, 1921. In the subsequent dis- 
cussion the following speakers mentioned that they had 
met with similar cases. 
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6. T. E. Lane: Man aged 45. Nodules on ulnar borders 
of each forearm near olecranon. The lesions had almost 
disappeared after six injections of arsphenamine. 

7. J. F. Schamberg: Two cases in negresses, each showing 
symmetrical cartilaginous nodules below the elbows. 

8. J. C. Fordyce also mentioned a case of nodules on one 
elbow. 

Juata-articular Nodules. 

The clinical similarity of the tropical condition 
known as ** juxta-articular nodules ”’ to subcutaneous 
syphilomata was commented upon by Goodman and 
Young. Juxta-articular nodules appear first to have 
been described by MacGregor and were later, in 1909, 
studied in detail by Jeanselme.* They occur in 
natives of many tropical countries, including Java, 
Siam, and tropical Africa. According to Manson,°® 
juxta-articular nodules are round or oval multiple 
symmetrical nodules, painless and very hard, and 
increase slowly in size until they may attain the size 
of a small orange. Broden and Bernard’s analysis’ 
indicate that the nodules are more frequent in the 
lower limbs than the upper. 

In his original communication, Jeanselme described 
juxta-articular nodules as of various sizes, usually 
globular in shape and often collected together in 
masses. At first they lay deep in the subcutaneous 
tissues, some freely movable and others appearing to 
be adherent to the periosteum, from which possibly 
they originated. Later the nodules became more 
superficial and might be incorporated in the skin. 
Beyond distension and slight discoloration at the 
highest point the skin underwent no change. The 
nodules were remarkably symmetrical and occupied 
the extensor aspects of the extremities, with a tendency 
to surmount bony prominences and to group them- 
selves near joints—e.g., in the arms about the 
olecranon, acromial process, and dorsal surface of 
fingers, and in the legs about the great trochanter, 
head of tibia, and external malleolus. Microscopically, 
the nodules were divisible into three zones :— 

1. External zone of inflammation made up of fibrous 
tissue, numerous blood and lymph capillaries, plasma and 
polymorphonuclear cells, and large fixed cells with a 
fibrillated reticulum. 

2. Intermediate transitional zone of gradually homo- 
genising connective tissue which lost its fibrillar structure 
and stained deeply with eosin. 

3. Internal zone of degeneration formed of irregular 
homogeneous and translucent blocks. Bacteriological exami- 
nations proved negative. 

Jeanselme considered that the nature of the nodes 
was not revealed by microscopical examination and 
that they had no relationship to syphilis, tuberculosis, 
or xanthoma, nor were they fibromata nor tophi. 
Davey * considered them to be a late manifestation 
of yaws. An organism has been claimed by some to 
be the extiological factor, but this has been denied 
by others. Thus, Van Dijke and Oudendal (1922-23) 
and Soberheim (1924) claim to have demonstrated 
spirochetes in the nodes, Gongerot a fungus which 
he placed under Nocardia, and Ouzilleau (1913), 
filarial elements (quoted by H. S. Stannus’). 

In 1920 Poupelain,’® in reporting five cases of 
juxta-articular nodules, stated that he had found 
they were rapidly cured by novarsenobillon injections 
and drew further attention to their possible association 
with syphilis. In the same year Montel '! described 
four cases, also responding favourably to novarseno- 
billon, while in 1921 Da Matta,’? Noque,'* Broden and 
Bernard 7 reported similar cases. Foley and Parrot," 
also in 1920, in reporting 21 cases of juxta-articular 
nodules, drew attention to the presence in their cases 
of specific lesions, a history of abortions or of infant 
mortality and in some the presence of a positive W.R. 
In many of the cases mercurial treatment also proved 
efficacious. In the following year these authors?’ re- 
corded a further case showing a partially positive W.R. 

Cange and Argaud?® also in 1921, in reporting 
two cases, supported the view that the nodules were 
syphilitic in origin. Their first case was that of a 
woman, aged 30, who presented symmetrically 
placed nodules on the posterior surface of the upper 
third of both forearms, extending downwards from 





the olecranon. They varied in size from a small 
nut to an apricot and were hard, mobile, and painless. 
The W.R. was negative. The skin over the area 
occupied by the nodules showed, it is said, erythe- 
matous papular lesions (? specific). Histologically, 
one of the nodules showed a fibrous tissue growth with 
giant cells, obliterative endarteritis, and perivascular 
infiltration of plasma cells. Cange and Argaud’s 
second case?’ was that of an Algerian woman, 
aged 56, who six years previously had acquired 
syphilis from her husband. She developed a chancre 
on the left labium and later a macular roseola and 
anal and vulvar condylomata. In spite of antispecific 
treatment, ocular symptoms and nodules developed 
one and a half years later. One nodule was present 
on each elbow, the lesions being round, very hard, 
and freely movable under the skin. 

It would appear, therefore, that there must either 
be a very close relationship between ‘‘ subcutaneous 
fibroid syphilomata ’’ and many of the cases reported 
as examples of juxta-articular nodules, or that in some 
instances the two conditions have been confused. 
Indeed, cases such as Cange and Argaud’s first case 
appear almost identical with the former condition. 
H. S. Stannus,® in a recent admirable review of the 
relationship of yaws and syphilis, states that Gutierrez! 
has done well to call attention to the fact that juxta- 
articular nodules must be differentiated from sub- 
cutaneous fibroid syphilomata, which closely resemble 
them, but can be distinguished histologically. To 
quote Stannus: ‘“ It appears probable that lack of 
appreciation of these facts has led many observers . . . 
to make an incorrect diagnosis, and that a diagnosis 
unsupported by histological examination in the 
absence of a history above suspicion must remain a 
doubtful one. Both sets of lesions, so long as they 
have not reached an advanced stage of fibrosis, respond 
to treatment by salvarsan.”’ 

Syphilitic Bursitis. 

The possibility of relationship between subcutaneous 
syphilomata and syphilitic lesions in bursze has been 
considered by Howard Fox. The whole subject of 
bursal syphilis was admirably reviewed in 1909 by 
Churchman,'*® who, in a thorough search of the 
literature, was able to collect 26 undoubted cases. 
Of the 26, ten presented somewhat similar features to 
the cases under discussion, and, as H. Fox points out, 
most of the points on which, according to Churchman, 
the diagnosis of bursal syphilis is based, might apply 
to some of the cases of subcutaneous syphilomata 
—viz., history or coexisting signs of syphilis, spon- 
taneous development, slow evolution, symmetrical 
distribution, absence of pain, and joint involvement. 
In most cases reported as subcutaneous syphilomata, 
however, the situation of the nodules precludes any 
connexion with burs, and microscopical examination 
fails to show any tissue resembling that of a bursa. 

I have to express my indebtedness to Dr. Clement 
Lovell, pathologist to Bethlem Royal Hospital, for 
the pathological investigations, and also to Dr. 
E. Le Maistre for drawing my attention to the case. 
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Ir is impossible to over-emphasise the importance 
of auricular fibrillation in diseases of the heart, for 
more than half of the cases dying of heart failure show 
this abnormal rhythm at some time or other before 
death, The prognosis in fibrillation, therefore, is of 
some moment, especially as there are such wide 
differences in the time lived by patients suffering from 
this irregularity—some dying within a few hours of 
the inception of the abnormal rhythm, while others 
live for many years without any marked impairment of 
their activities. 

The dominant factor in the prognosis is the condition 
of the heart muscle, and it must be our aim in forming 
a judgment in these cases to find out as much as we 
can with regard to its condition. The evidence will 
naturally group itself into two headings: (1) clinical 
evidence, (2) electrocardiographic findings. 


Clinical Evidence. 

The onset of auricular fibrillation is always sudden, 
and in making a prognostic judgment the symptoms 
which accompany the onset are extremely important, 
and give valuable clinical evidence of the state of the 
functioning power of the heart. If the patient is quite 
unaware when the change from the normal to the 
abnormal rhythm took place it shows, as a rule, that 
the heart muscle is fairly good, and the outlook is much 
more favourable than if the change was accompanied 
by severe distress and evidence of sudden heart failure, 
generally of the ‘“‘ congestive type.’’ This sudden heart 
failure is the result of the inception of the rapid and 
disorderly action of the heart caused by the fibrillation. 
When there is much distress at the onset the outlook 
is grave, and indicates a considerable impairment of 
the heart muscle—while occasionally the symptoms 
are so severe that the patient may only survive a few 
hours. 

There is one type of auricular fibrillation, however, 
in which the change from the normal to the fibrilla- 
tion is not accompanied by marked distress, though the 
outlook is unsatisfactory, when cardiac failure occurs, 
and that is the type in which the heart-rate remains 
persistently slow during the fibrillation when not 
under the influence of digitalis. In this type there is 
usually marked myocardial damage, giving rise to 
delay in the junctional tissues and therefore partial 
heart-block. The slow rate, with fibrillation, is for a 
time an advantage for the heart, but when these cases 
commence with symptoms of cardiac failure the outlook 
is very bad—as they respond so unfavourably to 
treatment with digitalis or strophanthin. 


Rest Force and Reserve Force.—In order to get a 
clear idea how this variability in the symptoms is 
brought about it is necessary to consider the forces at 
work in the heart. 

Mackenzie! divided these into ‘‘ Rest force,” or 
force necessary to maintain the circulation when the 
patient is at rest, and the ‘‘ Reserve force ’’ which is 
drawn upon when any effort is undertaken, however 
slight. 

" the diagram the normal heart is shown with an 
enormous ‘‘ reserve force’’ to draw upon when any 
effort is undertaken. If mitral stenosis is present the 
disability of this valvular lesion curtails somewhat the 
‘‘ reserve force,’’ but if the heart muscle is in good 
condition this limitation is so slight compared with the 
size of the ‘‘ reserve force ’’ that the patient is unaware 





* Based on a paper read before the Liverpool Medical 
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of it. If the ‘“‘ reserve force’’ is diminished by a 
damaged heart muscle, the disability imposed by the 
mitral stenosis becomes more obvious by limiting the 
response to effort. 


Diagram showing “‘ Rest Force’’ and ‘*‘ Reserve Force,” 
with Auricular Fibrillation, 


Rest 


Reserve N. H. 
force. force. 
Rest M. 8. Reserve M, G, 
force. force. 
” 
Rest M. 8. Reserve 
force. force. | 
M, F. 
Rest |_M. S./| A. F. Reserve 
force, force. 
4 
| 
Rest | M.S. A. F. <= Reserve M., P, 
force. | force. 
Rest | M.S. A. F. | No reserve M, V.P. 
force. force. 
M. S. = Mitral stenosis, tion. 


A, F. =Auricular fibrilla 
M. G. =Muscle good, M. F. 
M. V. P. =Muscle very poor. 


N. H. = Normal heart. 


N. Muscle 
fair, M. P. = Muscle poor. 


The onset of auricular fibrillation imposes an 
additional load at the expense of the ‘‘ reserve force,” 
and if this is already curtailed considerably by previous 
damage in some the response to effort becomes much 
restricted. The fibrillation may entirely use up the 
‘reserve force,” causing the symptoms of heart 
failure to appear when at rest, and these may be so 
severe that the patient only survives for a few hours ; 
while in other cases after rest and treatment a certain 
amount of ‘‘ reserve force’’ may be regained. After 
fibrillation has once been established the outlook 
depends on a number of factors independent of the 
abnormal rhythm. 

The patient’s response to effort isimportant and gives 
as a rule one of the best indications of the functioning 
power of the heart. Where the response is consider- 
ably curtailed, especially when this limitation is 
rapidly increasing, the outlook is very grave. 

Marked cardiac enlargement is another unfavour- 
able factor in prognosis, and indicates a considerable 
myocardial damage in addition to the fibrillation. 

The presence of a considerable degree of valvular 
disease also makes the outlook less favourable, and at 
the same time renders the attempt to establish the 
normal rhythm with quinidine more dangerous, 
especially in mitral stenosis. 

In fibrillation it is extremely difficult to give a 
definite prognosis until one has had the opportunity of 
observing the patient’s response to treatment. This 
consists, as a rule, in attempting to limit the heart-rate 
with digitalis or strophanthin, or trying to convert the 
fibrillation back to a normal rhythm with quinidine 
sulphate. 

hen the heart, uncontrolled by digitalis, is beating 
at a rapid rate the distress may be considerable, but 
it does not indicate per se that the ultimate prognosis 
is grave, if it responds readily to digitalis. Cases in 
which nausea and vomiting are readily produced by 
digialis are unfavourable as a rule, especially if tinct. 
opii added to the digitalis or the substitution of 
Nativelle’s granules fail to overcome it. One has then 
to depend on the intravenous injection of strophanthin 
to slow the heart-rate, which is rather a difficult method 
to keep up for any length of time, or the administration 
of tinct. strophanthi by the mouth, which is generally 
an unsatisfactory proceeding. 


Quinidine sulphate, when it re-establishes the 


normal rhythm, improves the outlook considerably, 
and the change may remain permanent, but in the 
majority unfortunately it tends to revert sooner or later 
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to fibrillation. If fibrillation occurs during the course 
of an acute infective disease, such as pneumonia, the 
outlook is extremely grave and a fatal termination is 
almost inevitable—the fibrillation in these acute toxic 
conditions is very resistant to treatment. Fibrilla- 
tion in Graves’s disease is, as a rule, a serious complica- 
tion, and often an adequate response to treatment is 
not obtained until partial thyroidectomy has been 
performed. 

In giving a prognosis in all cases of auricular 
fibrillation it must be remembered that ventricular 
fibrillation is liable to occur at any time with, i 
consequence, sudden death of the patient. 

Statistics of Expectation of Life in Auricular 
Fibrillation. 

I have attempted in this investigation to collect all 
the cases of auricular fibrillation which have attended 
the heart department of the Royal Infirmary, and by 
means of postcards sent out every three or four 
months, to obtain the expectation of life, from the 
time of their attendance in the department, with 
symptoms of heart failure, until their death, using 
only those cases in which the exact date of death is 
known. 


General Cardiac Mortality. 


(All cases attending the 
department.) 


No. of cases 


Cases of Auricular 
Fibrillation. 
General ota 
° 870 No. of cases 
» _deaths.. 119 » deaths .. —— we 
Mortality 13:7 % Mortality 2: 3% 


Mortality in fibrillation cases almost double the general 
cardiac mortality. 


Comparison of the Two Main Groups of Fibrillation, 
the Rheumatic Type and the Senile Type. 


Group 1.—Auricular Fibrilla- 
tion of Rheumatic Origin. 


(20 cases.) 


Group 2.—Senile Auricular 
Fibrillation. 

(6 cases.) 
Av. E.L. Av. E.t, «. ~» B95 
Males Males ~ * 
Females Females a case). 1 


Av. E.L. = Average expectation oflife; Y. = 


m. 
5m 
7, 11 m. 


years : M. =months. 


Expectation of life in rheumatic cases nearly five times as 
long as senile cases. 


Comparison of Cases of Mitral Stenosis with and 
without Fibrillation. 


Grove 3.—Mitral Stenosis, Group 4.—Mitral Stenosis, 
with AuricularFibrillation. with Normal Rhythm. 


(15 cases.) (13 cases.) 
2 y.8 m. Av. E.L, os 27. 00 mM. 
ly. 6m, Males co 2 Om 
3 y. 1m. Females .. oh we. 


Av. E.L. 
Males 
Females 


Comparison of Cases of Aortic Regurgitation with 
and without Fibrillation. 


Group 5.—Aorlic Regurgita- Group 6.*—Aortic Regurgi- 
tion with Auricular talion with Normal 
Fibrillation. Rhythm. 


(6 cases.) (20 cases.) 

ee, | ee Av. E.L. 1 y. 9 m. 
Males 3 y. 5m. Males 1 y. 2 m. 
Females (1 case) ll y. 4m. Females 4 y.1m. 

* With Wassermann reaction positive the average duration 
of life in this group was 1 year 5 months. 

Expectation about twice as long with auricular fibrillation 
as_ without. 


4y. 9m. 


Comparison of Cases of Fibrillation with and 
without Marked Cardiac Enlargement. 


Group 7.—Auricular Fibrilla-|Grovur 8.—Auricular Fibrilla- 
tion with Marked Cardiac tion without Marked Cardiac 
Enlargement. Enlargement. 
(11 cases.) (18 cases.) 
y Av. E.L. 
Males (8) 


Av. E.L. 
Males(7) .. 
Females (4).. 


2 y. 
ly. 4m. ; 
3 y. 3m. Females (10) 


Electrocardiograph Findings. 
In the electrocardiographic appearances of auricular 
fibrillation Hewlett and Wilson? have drawn attention 
to the fact that there are two main types, the coarse 





type and the fine type, depending on the size of the 
fibrillary waves. 

I have compared the average expectation of life for 
typical examples of these two types and find that they 
are approximately equal. 

Expectation coarse fibrillation (13) oo ST 
9° fine os (16) 3 y. 7m, 

Premature beats, of course, always ventricular in 
type, often occur with fibrillation. 

Expectation of life with premature beats (5). . os SF, 
in simple auricular fibrillation (5). 3 y. 


9 m, 
9 m. 


” ” 


There is very little difference between them, but it is 
slightly in favour of the cases with premature beats. 
Willius* has suggested that premature beats in 
auricular fibrillation are an unfavourable sign, but in 
this series one of the cases with premature beats lived 
11 years and two others five years, so that it cannot 
be a very lethal condition. 


Influence of Bizarre Q.R.S. on Auricular Fibrillation. 
Expectation with bizarre Q. R.S. including one bundle 
lesion (6) ° “a 2 
Expectation with simple auric ular fibrillation ° as ® 
There is marked shortening in the 
with a bizarre Q.R.S. 


° m. 
y.91 


expectation of life, 


Cases in which there 
Fibrillation.—In all 
nfluence of digitalis. 


is an inverted ‘“‘*T”’ 
cases the patients 


and 
were 


Auricular 
under the 


Expectation with “‘ T ’’ inverted . . -« Sy. 4m. 
simple auricular fibrillation. . oo OT. OM, 


” ” 


Practically equal. 


Interpretation of Results. 


In the interpretation of these results it must be 
remembered that auricular fibrillation is always a 
serious disability to the heart, and the apparent 
contradiction which occurs in some of the groups, 
where the expectation of life is longer with fibrillation 
than with normal rhythm, is due to the fact that the 

cases in this series were taken from patients suffering 
from varying degrees of heart failure, all sufficie ntly 
advanced to necessitate their attendance at a special 
department. In the fibrillating case it is the onset of 
the fibrillation which has given rise to the symptoms 
nec essitating the patient’s attendance at the clinic, 
while in the other group, the failure with a normal 
rhythm, the failure is the result of myocardial 
inade quacy itself, for which treatment is relatively of 
little value. The fibrillating case, on the other hand, 
can, as a rule, be controlled by the digitalis group- 
i.e., the cause of the cardiac failure can be met with 
adequate treatment, and in those patients with rela- 
tively good heart muscle the outlook is com paratively 
good.t 

Conclusions, 

These conclusions are based on cases with evidence 
of cardiac failure: (1) Auricular fibrillation is of 
more serious significance in senile than in rheumatic 
heart disease; (2) in cases of mitral stenosis the 
presence of fibrillation makes little difference to the 
expectation of life ; (3) in cases of aortic re gurgitation 
the expectation is better when fibrillation is present 
than with a normal rhythm; (4) the prognosis is 
better with aortic regurgitation than with mitral 
stenosis; (5) with marked cardiac enlargement the 
outlook is more grave; (6) the expectation of life is 
longer in females than males; (7) in the electro- 
cardiographic findings the presence of a bizarre Q.R.S. 
is of most significance in the prognosis. 


References.—1, Sir James Mackenzie: Diseases of the Heart. 

A. W. Hewlett and F. N. Wilson: Arch. Int. Med., 1915, 
ah 786. a F. Willius: Minn. Med., 1929, ifi., 365, 

John Parkinson and A. E. Clark-Kennedy: Quart. Jour. 
hed. 1926, No. 74 


+ In a recent paper published since this communication was 
read, Parkinson and Clark-Kennedy* have also drawn attention 
to this difference in the outlook of fibrillating and non- 
fibrillating cases, once heart failure has occurred, 
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CARBOHYDRATE METABOLISM IN 
DIPHTHERIA. 


By FRANCIS J. HECTOR, M.D. BristTot, 
M.R.C.S. ENG., 


ASSISTANT RESIDENT MEDICAL OFFICER, HAM GREEN 
HOSPITAL, BRISTOL. 


WHILE chronic disorders of carbohydrate metabolism 
have been very extensively investigated, the causes 
and consequences of more acute derangements have 
received much less attention. The pathology, both 
of experimental diphtheria in animals and of diph- 
theria in man, affords abundant evidence that the 
diphtheria toxin has a marked effect upon the various 
tissues which are factors in carbohydrate metabolism— 
that is, the liver, the pancreas, the kidneys, the thyroid, 
the pituitary glands, and the chromaffin system. In 
diphtheria we have to consider a metabolic disturbance 
caused, not by a slow toxemia or a gradual auto- 
intoxication of certain gland cells, but by a massive 
dose of a potent poison such as the diphtheria toxin. 

Investigations have been carried out upon a number 
of cases of diphtheria of various degrees of severity 
and at different stages. Cases which bore in their 
early stages a clinical resemblance to diphtheria but 
which were afterwards found not to be suffering from 
this disease were also investigated. The following 
tests were performed. 

1. Estimation of blood-sugar (MacLean’s method) before 
and after carbohydrate ingestion. 

2. Estimation of carbon dioxide in the alveolar air by 
Fridericia’s apparatus. 

3. Alkali tolerance-test (modification of Sellard’s method). 
All the cases were treated by alkali therapy, receiving 
per diem, according to age, sodium bicarbonate 4-8 g., 
potassium bicarbonate 0-6-1-2 g., and calcium carbonate 
0-6-1-2 g. The reaction of the urine in response to the 
administration of the alkali was observed. 

4. Investigation of hepatic metabolic function (Shiro- 
kauer’s ' method). 

Urinary examinations : 
(c) Ammonia coefficient. 

Unfortunately, it was found inexpedient to determine 
the sodium bicarbonate content of the blood, nor has it 
always been possible owing to the age or the serious condition 
of some of the patients examined to carry out the whole of 
the tests upon the same individual, but this has been done 
wherever practicable. 


Clinical Records of Cases Investigated. 


CASE 1.—F. C., male, aged 4} years. Admitted Dec. 9th, 
1924, on second day of illness. He had a thick, fairly extensive 
patch of diphtheritic membrane on both tonsils; 30,000 
units of diphtheria antitoxin were given. Bacteriological 
report, positive. Up to the time of the test, on the third day 
of illness, he had vomited once. Pulse was 120, first cardiac 
sound decidedly weak, temperature 98-6°F. He was of an 
ashen colour and there was a fair amount of collapse. Diet 
was 5 oz. of milk every four hours, and four hours after last 
feed blood-sugar was 0-062 per cent.; 15 g. of glucose were 
given in 100 c.cm. water, and blood was taken at half-hourly 
intervals fortwo hours. The blood-sugar (Table I.) took one 


(a) Acetone bodies. (6) Acidity. 





TABLE I. II. 

Time taken. Blood-sugar per cent. 

Fasting “a ia 0-062 0-081 
After 15 g. glucose— 

+ hour ee an 0-126 0-175 

1 ” 0-181 0-143 

14 hours nee i 0-175 0-131 

2 an «é ws .s 0-162 0-112 


Glycosuria nil. 


hour to reach its apex of 0-181 per cent., and at the end of 
two hours had only fallen to 0-162 per cent. There was 
no glycosuria throughout the test. The blood-sugar curve 
is similar to those obtained in mild early cases of diabetes. 
There is slight delay in absorption, the curve taking one hour 
to reach its apex (the maximum concentration may have 
occurred between the taking of the half hour and the one 
hour specimens). The chief feature, however, is the undue 
rolongation of the curve, which at the end of two hours 
s still far above the fasting level. This suggests the presence 





of a definite degree of deficiency in the carbohydrate storage 
mechanism, although this deficiency is not suffigjent to carry 
the sugar concentration over the renal threshold. This 
delayed fall is all the more striking when the probable slow 
rate of absorption is considered. Urine contained acetone 
and aceto-acetic acid. Acidity=73-9 (in spite of alkali 
therapy); ammonia coefficient = 1/5. 

Two days later the child developed slight symptoms of 
palatal paralysis (which afterwards became very marked) 
and acute circulatory failure. On the tenth day of disease 
the general condition had greatly improved. Temperature 
normal, pulse 72. Fasting blood-sugar was now 0-08 per cent. 
and the curve corresponded very closely to the normal 
(Table II.). The storage defect was very small and the rate 
of absorption normal. Urine showed album#n, acetone, and 
diacetic acid in faint traces. Acidity=31:5; ammonia 
coefficient 1/20. 

During the time, therefore, that the child was under the 
influence of the diphtheria toxin there was a definite 
condition of acidosis, a low fasting blood-sugar, and a 
definite deficiency of the carbohydrate storage mechanism, 
Recovery was uneventful and complete. 


CasE 2.—J. G., male, aged 12 years. Admitted Jan, 13th, 
1925, on second day of illness. A fairly severe case of 
diphtheria with extensive membrane, considerable faucial 
cedema, greatly enlarged cervical glands, and marked pros- 
tration. 40,000 units of diphtheria antitoxin were given. 
Bacteriological report, positive. On the 15th pulse was 120 
and temperature 101° F. Cardiac sounds of poor quality. 
Fauces still thickly covered with exudate and cervical 
glands very enlarged. Prostration severe. The blood-sugar 
estimations (Table III.) showed a marked deficiency of the 


TABLE III. IV. V. 








Time taken. Blood-sugar per cent. 





0-075 0-075 


Fasting me 0-075 
After 30 g.— Glucose.]| Leevul. | Glucose. 

+ hour 0-131 0-075 0-125 

a 0-187 0-093 0-081 

14 hours wi os 0-175 0-106 0-056 

2 s Se on re 0-150 0-112 0-056 


Glycosuria nil. 


storage mechanism very similar to that described in 
Case 1. There was no glycosuria. Urine contained acetone 
and diacetic acid. Acidity=41; ammonia coefficient = 1/10. 

The following day the symptoms of toxemia had some- 
what abated. Temperature 99-5°, pulse 96; 30 g. of 
levulose were administered, and the blood-sugar estimations 
(Table IV.) showed a small increase in the concentration of 
blood-sugar, which was at its maximum at the end of two 
hours. Apart from the evidence of storage defect there is 
a rise of 37 mg. above the first value and, according to 
Beaumont and Dodds,* a rise of 30 mg. or more above 
the original level indicates a degree of hepatic inefficiency. 

On Jan. 29th the general condition was much improved. 
Throat clean, cervical glands normal, temperature normal. 
pulse 76. Following 30 g. of glucose blood-sugar curve was 
normal (Table V.). Five weeks later patient developed palatal 
paralysis. Recovery uneventful and complete. 


During the toxemic stage of the disease Case 2 
showed (a) acidosis, (6) deficient carbohydrate storage, 
(c) slight hepatic inefficiency. a 

CasE 3.—W. C., male, aged 24 years. Admitted Jan. 31st, 
1925, on third day of illness with history of sore-throat and 
vomiting. Temperature 100° F., pulse 108. The fauces were 
very congested and cedematous, with large atypical patches 
on both tonsils. The patient complained of great pain. 


TABLE VI. VII. 





Time taken, Blood-sugar per cent. 





Fasting ° 0-093 0-093 
After 50 ¢.— Glucose. Levul, 
+ hour 0-175 0-118 

1 - 0-150 0-086 
14 hours 0-131 0-112 

2 * = ad eae 0-106 0-112 


Glycosuria nil. 


Cervical glands were enlarged. Direct smear was negative, 
but the appearance of the throat was so suggestive of a 
virulent type of diphtheria, often associated with considerable 
cedema, that 28,000 units of diphtheria antitoxin were given. 
Fasting blood-sugar was 0-093 per cent. Following the 


administration of 50 g. of glucose the blood-sugar estimations 
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were practically normal (Table VI.). Urine, acetone nil. 
Diacetic acid, nil. Acidity =38 ; ammonia coefficient = 1/18. 
On the following day condition was unchanged and levulose 
tolerance-test showed a slight interference with hepatic 
efficiency (Table VII.). There was no glycosuria during 
either test. The bacteriological result of the culture was 
negative, and as the condition progressed it manifested 
itself as a case of quinsy and showed no after symptoms of 
diphtheria. This case was interesting because, although 
there was considerable intoxication owing to the septic 
condition of the throat, yet there was no evidence of a 
disturbance of carbohydrate metabolism such as occurred 
in the two previous cases. 


CasE 4.—Of a similar nature to the preceding one was the 
case of T. T., male, aged 28 years, Admutted Feb. 9th, 1925, 
on third day of illness. Temperature 102° F., pulse 84. Throat 
congested. Large atypical patch left tonsil. Durect smear 
negative. Diphtheria antitoxin 16,000 units given. The 
fasting blood-sugar was (0-112 per cent. and the tests showed 
no departure from normal (Table VIII.). The respiratory 


TABLE VIII. ow 





Blood- 
sugar 
per cent. 


Blood- 
sugar 
per cent. 


Respiratory 


Time taken. quotient. 





Fasting .. 
After 50 g.— 
+ hour.. 


0-112 
Glucose, 
0-156 
er 0-112 
1} hours 0-125 
2 ~@ 6 ee 0-106 


0-9 


1-15 
1-2 
0-9 
0-9 


0-118 
Leevul. 
0-131 
0-156 
0-156 
0-156 





quotient gave evidence that the carbohydrate was being 
utilised. On the following day the condition had improved 
somewhat. Temperature was 100°5°, pulse 76; 50 g. of 
levulose were administered. This test showed a very 
definite interference with hepatic function, a slow rate 
of absorption, and also a degree of storage inefficiency 
(Table IX.). Bacteriological report on culture, negative. 
A typical quinsy afterwards developed. 


The last two cases would suggest that the tolerance 
for levulose is more affected by septic conditions than 
by the influence of the diphtheria toxin. 


CasE 5.—R. R., female, aged 14 years. Admitted Jan. 12th, 
1925, on fourth day of illness suffering from severe faucial 
diphtheria. 40,000 units of diphtheria antitoxin given. 
Marked tox#mia. Bacteriological report, positive. On the 
eleventh day there was palatal paralysis and on the fifteenth 
day the blood-sugar was estimated before and after 30 g. of 

lucose. The fasting blood-sugar was 0-086 per cent. The 
Geod-cugne (Table X.) took one and a half hours to reach 


TABLE X. mae XII. 


Blood- Respira- 
sugar tory 
per cent. quotient. 


Blood-sugar 


Time taken. per cenit. 





Fasting .. 
After 30 g.— 
4+ hour.. 


0-086 
Glucose. 
0-150 
i ggetts 0-150 
14 hours . 0-168 
2 we oe 0°156 


0-8 


1-2 
0-9 
0-8 
0-9 


0-075 
Levul. 
0075 
0-068 
0-082 
0-075 


0-106 
Glucose. 
O-175 
0-156 
0-118 
0-100 





its maximum and there was a very definite delay in storage. 
The respiratory quotient rose from 0-8 to 1-2 half an hour 
after the glucose was given, showing that the sugar was 
being utilised. General condition at the time of examination 
was quite fair; temperature 98-4° F., pulse 96. Urine con- 
tained no acetone or diacetic acid. Acidity=45; ammonia 
coefficient 1/14. Four days later the temperature was 98-4° 
and the pulse 96. Levulose tolerance-test was carried out 
and gave no evidence of hepatic inefficiency (Table XI.). 
Fourteen days later blood-sugar following glucose administra- 
tion was normal and fasting blood-sugar level was raised 
(Table XII.). Subsequent recovery was complete and 
uneventful. 


CasE 6.—E. B., male, aged 9 years. Admitted Feb. 10th, 
1925, on fifth day of illness with fauces covered with exudate. 
Profuse nasal discharge. 30,000 units of diphtheria antitoxin 
were given. At the time of the glucose tolerance-test (eighth 
day of disease) patient was in a very toxic condition. Tem- 
perature 99° F., pulse 100. Urine acetone, and diacetic acid 
present. Acidity=58; ammonia coefficient=1/7. The 
blood-sugar tests showed a very marked delay in storage 
and the respiratory quotient gave no evidence that the 


sugar was being utilised (Table XIII.). The levulose tolerance 
was apparently not impaired, but there was again no 
evidence that the carbohydrate was being oxidised, and 
the respiratory quotient was distinctly low throughout 
(Table XIV.). 

TABLE XIII. XIV. 
Blood- | Respira- 
sugar tory 
per cent. quotient. 


Blood- Respira- 
sugar tory 
per cent. quotient. 


0-75 


Time taken, 





Fasting .. | 
After 30 g.— 
+ hour.. 


0-086 0-7 
Glucose. 

0-150 0- 
a as 0-137 0-7! 
14 hours : 0-162 0- 
2 ae 9% we 0-162 


0-106 
Levul. 
0-100 
0-106 
0-106 
0-106 


0-75 
0-8 

0-75 
0-75 





CASE 7.—F. B., female, aged 11 years. Admitted Feb. 16th, 
1925, on second day of illness. Fauces very swollen and 
covered with exudate. Temperature 100-5°F., pulse 100. 
Ashen colour. First cardiac sound weak. 30,000 units of 
diphtheria antitoxin given. Bacteriological report, positive. 
Urine acetone and diacetic acid present. Acidity =64-4; 
ammonia coefficient = 1/165. 

The following day the general condition had slightly 
improved. Temperature 100-5°, pulse 100. Appearance less 
toxic. Blood-sugar estimations showed a mild interference 
with storage of carbohydrate (Table XV.). The respiratory 


TABLE XV. XVII. 


Blood- Blood- 
sugar 
per cent. 


Respira- 
sugar tory 
per cent. quotient. 

0-086 
Glucose. 
0-150 
” 0-137 
+ hours % 0-143 
* os ee 0-112 


Time taken, 


Fasting is 
After 30 g.— 
} hour 


0-8 


0-112 
Leevul. 
0-9 
10 
10 
0-8 


6 





quotient in this case rose to unity, showing that a certain 
amount of oxidation of the carbohydrate was proceeding. 
After two hours of the test had elapsed blood was again 
taken at hourly intervals up to the end of six 
(Table XVI.). 


hours 


TABLE XVI. 


Blood- 
sugar 
per cent. 


Blood- 
sugar 
per cent. 


0-086 


Time taken, Time taken. 





Fasting o% ee 
After 30 g. glucose— After 30 g. glucose— 
lhour .. ve ‘1% 4hours .. oe 0-106 
: hours .. “ “113 5 os Be m. 0-086 


a oe os ‘ll: 6 as es sn 0-062 





At the end of four hours it had only fallen to 0-106 per cent 
and in six hours it had reached 0-062 per cent., which was 
little short of being a definite hypoglycemia. The levulose 
tolerance-test (Table X VII.) revealed nothing definite regard- 
ing hepatic inefficiency. Seven days later palatal paralysis 
developed. Subsequent recovery was complete and 
uneventful. 


CASE 8.—D. I., female, aged 11. Admitted Feb. 21st, 1925, 
on seventh day of illness in a moribund condition. Tempera- 
ture 97°F, Patient blue and pulseless. Fauces completely 


TABLE XVIII. 


Blood-sugar 
per cent. 


Time taken. 


Fasting (10 mins. after inj. adrenalin m. iv.) .. 
After 30 g. glucose— 
1 hour oe 0-193 
2 hours Se ee is 0-125 
d yo - _ “~ es ae 2° 0-118 
4 ~ 0-068 


0-075 


: (Inj. adrenalin m. iv.) 
44 hours after 30 g. glucose a ‘ 


OOT5 


covered with exudate. 


Profuse sanguineous discharge from 
mouth and nose. 


38,000 units of antidiphtheritic serum 





were given. Urine contained acetone and diacetic acid. 











There is an apparent discrepancy at this point. 


The pages are either missing or the pagination is incorrect. 


The filming is recorded as the book is found in the collections. 
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Acidity =48-5; ammonia coefficient=1/4-9 Immediately 
after injection of adrenalin m. iv. the blood-sugar was found 
to be 0-075 per cent. ; 30 g. of glucose were given and blood- 
sugar estimated at one-hourly intervals for four hours. 
Blood-sugar estimations (Table X VIII.) show no interference 
with absorption, but a very definite storage deficiency. 
The final reading of 0-068 per cent. was decidedly low. 
An injection of adrenalin m. iv. was then given. Twenty 
minutes later the blood-sugar was 0-075 per cent. It was 
impossible in this case to estimate the CO, content of the 
alveolar air. Twelve hours later the patient died. 


Discussion. 

The first noticeable feature is the low value of the 
fasting blood-sugar in cases of severe diphtheria. 
The average reading is 0°075 per cent., and the lowest 
0°062 per cent. This value was materially increased 
after the stage of toxemia had passed. In view of 
the very prolonged fall, which the curve almost 
invariably shows, 0°062 per cent. is probably nearer 
the true fasting value. In each case the blood was 
taken at least three hours after the last feed, which 
would consist of 4-6 ounces of milk, representing 
approximately 5°5—8°5 g. of lactose. Table XIX. shows 


TABLE XIX. 





Time taken. Blood-sugar per cent. 








0-062 


Fasting sa bid 

After 5 oz. milk— 
1 hour ea 0-125 
2 hours .. ee _ es 0-100 
3 7 ia oe aa ot 0-086 
4 9 0-068 


the effect of 5 ounces of milk on the blood-sugar 
in a fairly severe case of diphtheria. It is seen that 
at the end of four hours the blood-sugar is still 6 mg. 
above the original level. On account of the condition 
of the patients it was not deemed advisable to with- 
hold nourishment for more than four hours on each 
occasion when the tests were performed, nor was this 
necessary as long as it was recognised that the fasting 
blood-sugar value thus obtained was probably a little 
higher than the true one. 

In none of the cases described was there persistent 
vomiting, which might be held to account for the low 
concentration of blood-sugar. Case 1 vomited once 
and the fasting blood-sugar was 0°062 per cent. In 
Case 3 (not a case of diphtheria) there was vomiting on 
four occasions on the day of the test, and the blood- 
sugar was 0°093 per cent. Defects in the glycogeno- 
lytic function of the tissues, particularly the liver, 
might be the cause of the low blood-sugar, especially 
when the frequency of hepatic lesions is borne in mind. 
The levulose tolerance-test for hepatic metabolic 
efficiency has, on the whole, been negative, but it 
has given conflicting results with other observers and 
may be of little practical value. It would appear 
that no really reliable and at the same time harmless 
test of hepatic metabolic function is at present 
available. Jaundice in human diphtheria is very rare 
and no records of such a complication exist in this 
hospital. In diphtheria in dogs there is a special 
tendency to jaundice, however, but there are no 
observations on the state of carbohydrate metabolism. 
Judging by the levulose tolerance-test only, the 
metabolic functions of the liver would appear to be 
more affected in septic conditions of the throat than 
by diphtheritic toxzmia. 

Both in animals and in man the diphtheria toxin 
leaves many and varied post-mortem traces of damage 
to the suprarenal glands, and interference with their 
function may, therefore, be expected. Case 8 shows 
the effect of adrenalin in bringing about an increase 
in the blood-sugar and suggests adrenal insufficiency 
as a very likely cause for the low blood-sugar value. 
This is quite in agreement with the extreme asthenia, 
anemia, and feeble pulse associated with the stage 
of diphtheritic intoxication. In this regard, it is of 
interest to note that hypoglycemia, Addison’s disease, 
and the toxic stage of diphtheria, have some common 





features. In cases of severe collapse in diphtheria, 
epinephrin, when injected, often causes a marked 
temporary improvement in the condition. It is 
possible that this improvement may be more directly 
due, in such cases, to its action on the liver in con- 
verting glycogen into glucose, than to its powers as 
a cardiac stimulant, the latter réle being filled by 
the glucose as it is evolved. 

There is not a great deal of evidence concerning 
injury to the thyroid gland in diphtheria, but any 
interference with its function would éonstitute an 
additional hindrance to glycogen mobilisation if, as 
Griffith * suggests, this gland acts directly through the 
suprarenal gland. The influence of a possible disturb- 
ance of pituitary function must also be considered, 
since impairment of function of this gland results 
in a subnormal percentage of sugar in the blood. 

One of the most constant and definite departures 
from the normal found in these investigations has 
been the production following the ingestion of glucose 
of a blood-sugar curve with an abnormally slow 
decline, and sometimes a late apex. When the latter 
does occur the assumption that there is some delay 
in absorption offers a reasonable explanation, and 
one which is quite compatible with the condition of 
the patient. The prolonged fall, like the low fasting 
blood-sugar concentration, only occurs during the 
toxic stage of the disease. The reasons for attributing 
the prolonged fall of a curve to a defect in the carbo- 
hydrate storage mechanism receive, on the whole, 
general acceptance. There is, however, another factor to 
be considered—namely, the condition of acidosis which 
obtains in these cases. The existence of this condi- 
tion is shown by the carbon dioxide tension of the 
alveolar air (Tables XIII. and XIV.), the presence of 
acetone and diacetic acid in the urine, the high urinary 
acidity, and the high ammonia coefficient (in spite of 
alkali therapy). The average time taken to render 
the urine alkaline by the doses of alkalis previously 
mentioned was 12 days. Peters * has shown how 
profound this condition of acidosis can be in severe 
cases of diphtheria, persistent vomiting often occurring 
in the absence of suitable treatment. Cammidge ° 
and other observers have pointed out the effects on 
the sugar content of the blood of changes in the acid 
base equilibrium of the systemic circulation. These 
effects are stated to result in hyperglycemia and glycos- 
uria, and are not pronounced unless there are asso- 
ciated defects of carbohydrate metabolism. Therefore, 
although the increase in the fixed acids, relative to 
the bases, of the blood may introduce a disturbing 
element into the control over the concentration of the 
blood-sugar, the slow decline of the curve is probably 
mainly due to a defect in the carbohydrate storage 
mechanism. The importance of the regulating and 
storage function of the liver and the frequency with 
which hepatic lesions are found in death from uncom- 
plicated diphtheria would suggest that the liver is 
chiefly at fault concerning this defect. But the effect 
of the diphtheria toxin is widespread among the 
endocrine system, and the nervous system is also 
affected. In the present state of endocrinology it is 
not possible definitely to state what would be the 
effect on carbohydrate metabolism of diphtheritic 
lesions of these very intricate systems. It certainly 
would appear that an investigation into the effects 
of the diphtheria toxin upon the functions of the 
endocrine system in particular would afford a very 
interesting and profitable field for research. 


In Case 6, during the time when there was marked 
toxemia and acidosis, the respiratory quotient, 
besides being low, showed no tendency to advance 
towards unity after the ingestion of carbohydrate. 
In Case 7 the rise was very small, although unity 
was obtained, but in this case the condition of acidosis 
was not so marked. In Case 4 and Case 5, where there 
were no symptoms of acidosis at the time, the respira- 
tory quotient reached 1:2 a half to one hour after 
the carbohydrate was given. These variations in 


the respiratory quotient are not so marked as some 
reported by other investigators, but their entire 
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absence in Case 6 and the very slight rise in Case 7 
would suggest that the oxidation of carbohydrates 
is at fault. This imperfection in carbohydrate 
metabolism would, of course, lead to the presence 
in the blood of those acids which are intermediate 
products in fat katabolism. The vomiting which may 
follow this ketosis completes a vicious circle, the 
vomiting causing starvation, and the lack of nourish- 
ment further aggravating the ketosis. In the ketosis 
of toxemia of pregnancy and of post-operative 
‘* acidosis,” if ample carbohydrate can be administered 
by the rectum subcutaneously or intravenously, the 
ketosis may be checked, the vomiting cease, and 
feeding by mouth may be resumed. It would 
appear as if the failure of the power to utilise 
the blood-sugar initiated the ketosis and that a 
vicious circle supervened, causing the symptom- 
complex to persist. This cycle may be broken 
by controlling the vomiting so that food may be 
given and retained, but the ideal treatment would 
be the administration of glucose in such a way that 
it could be utilised. Since there appears to be, in 
diphtheritic toxemia, a difficulty, or even inability, 
on the part of the tissues to utilise glucose, the sugges- 
tion of Thalhimer* seems of great value. Thalhimer 
suggests that the injection of insulin following the 
introduction into the blood of a sufficient amount of 
glucose would overcome this metabolic inefficiency. 
It is proposed in this hospital to treat experimentally 
by this method a series of suitable cases of diphtheria 
as they present themselves. If by this treatment the 
tissues can be provided with the means to utilise 
glucose, which is the ideal substance for counter- 
acting any tendency to acidosis, then the danger of 
the toxic stage of diphtheria would be very materially 
lessened. Singularly, few observations are available 
concerning lesions of the pancreas in death from 
uncomplicated diphtheria, but the evidence of the 
respiratory quotient suggests that pancreatic function 
may be impaired. Even in diabetic necrosis the 
pancreas is often quite normal macroscopically, and 
careful microscopic examination frequently fails to 
reveal any histological changes. 

The hypoglycemic symptoms which follow an 
overdose of insulin show how sensitive is the nervous 
system to a grave metabolic disturbance, and it will 
be of prime interest to notice whether an attempt to 
assist or stabilise carbohydrate metabolism in diph- 
theria will have any good result on the paralytic 
sequelz which are so characteristic of this disease. 


Conclusions. 


1. That in cases of severe diphtheria, during the 
stage of toxemia and acidosis, carbohydrate meta- 
bolism is disturbed and unstabilised. (a) The con- 
centration of the fasting blood-sugar is abnormally 
low. (b) There is a marked defect in the storage 
mechanism. (c) The ability of the tissues to utilise 
glucose is diminished. 


2. That this disorganisation of carbohydrate 
metabolism passes away with the stage of diphtheritic 
intoxication. 


3. The cause of the metabolic disorder is probably 
to be found in interference with the functions of the 
liver, the endocrine glands, and the nervous system 
through the action of the diphtheria toxin. 


My thanks are due to Dr. B. A. Peters, senior 
medical officer, Ham Green Hospital, Bristol, for 
permission to investigate these cases and to publish 
the results. 
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A NOTE ON 
DOSAGE IN PHOTOTHERAPY. 
By ALBERT EIDINOW, M.B., B.S. Lonp. 
(From the National Institute for Medical Research.) 


EXPERIMENTS carried out recently indicate that 
the normal skin is sensitive to sources of light 
which emit ultra-violet rays shorter than 3100 
A.U.4 The skin exposed to any such source of 
light responds after a latent period of time by an 
erythema, on which may follow desquamation and 
pigmentation. It has been shown that the degree of 
erythema produced depends upon: (1) the distance 
of the skin from the source of light ; (2) the tempera- 
ture of the skin; (3) the kilowatt energy of the 
source of light and intensity of ultra-violet rays 
shorter than 3100 A.U. emitted; (4) the individual 
sensitiveness of the skin to light. 

From a series of observations on the effects of 
“ultra-violet radiation ’’ of the skin,*? it was shown 
that doses of light which produced erythema increase 
the non-specific bactericidal power of the whole 
blood for a period varying from 1-4 hours after the 
exposure to light. There is some evidence*® of a 
preliminary stage of depression of the hzemobacteri- 
cidal power half an hour after exposure. The follow- 
ing table gives an indication of the results obtained :— 


Average percentage hwemobactericidal 
power before and after exposure of 
skin to mercury-vapour lamp. 

r 





After. 
Rabbit 
Pig 
Dog 
Man 


From observations on about 180 consecutive 
patients who were undergoing light treatment, it 
was shown that the exposure of the skin of the chest 
and back to the mercury-vapour lamp or arc, which 
subsequently resulted in erythema, often increased 
the bactericidal power of the blood. An attempt 
was made to determine the minimal erythema dose 
of light by previously testing the sensitiveness of the 
skin.* In all these cases, and also in the animal 
experiments, the total surface area of skin irradiated 
was chosen in an arbitrary manner. It has been 
shown that excessive exposure of the skin to light 
is a harmful procedure. Colebrook® found that such 
exposures may diminish the bactericidal power of 
the blood. But in all these observations stress has 
been placed upon the ultra-violet or light dosage 
and not on the area of skin exposed. The experi- 
ments described in this paper have been carried out 
to determine the importance in phototherapy of the 
surface area of skin irradiated. 


General Procedure. 


The skin of a number of rabbits was exposed to 
the mercury-vapour lamp (M.V.L.) and the bacteri- 
cidal power of the blood was determined before and 
after irradiation. The animals were all carefully 
weighed before the experiment, and the surface area 
of skin which was exposed to the source of light was 
controlled and measured. At each experiment the 
dosage of light was estimated by measuring the 
intensity of ultra-violet rays emitted according to 
the lethal action on infusoria. By these means it 
was possible to calculate the smallest area of skin 
per kilogramme of weight of the animal, which after 





1L. Hill: British Journal of Radiology, January, 1926. 


* Colebrook, Eidinow, and Hill: 
1924, v., 24. 
* Bannermann: Med. Research Council Report, 1924-25. 
* Eidinow: THE LANCET, April 15th, 1925, 


British Jour. Expt. Path. 
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exposure to the M.V.L. produced a definite increase 
in the bactericidal power of the blood. By carrying 
out a similar series of experiments the importance 
of the surface area of skin exposed to dosage—i.e., 
length of time of exposure—was observed. 


A Typmcal Experiment. 

The abdomen of six rabbits was shaved by means of 
soap and a razor. The animals were carefully weighed. 
A sterile blood specimen was collected from each animal 
(by bleeding from the left ear vein), and the blood was 
defibrinated with a sterile glass rod. The animals each in 
turn were fastened and irradiated, after being covered by 
a large piece of cardboard having a central perforation in 
it corresponding to the surface area of skin chosen for 
irradiation. The source of ultra-violet rays was either a 
water-cooled M.V.L. (2-5 amps +200 volts), applied locally 
to the skin, or a M.V.L. (2-5 amps.+110 volts between 
electrodes), 8 in. distance from the skin. The lethal time 
for infusoria, or I.K. units, under these conditions was 
3 minutes, so each 3 minutes’ exposure corresponded to 
one I.K. unit. The following plan of procedure was 
adopted in this experiment. 

A second sterile blood specimen was collected two hours 
after the irradiation of the skin and was defibrinated as 
before. The bactericidal power of each sample of blood 
collected was determined by the method described by 
A. E. Wright, L. Colebrook, and E. J. Storer.’ 


TABLE I.—Summary of Results. 


Average 
percentage 
hemobact. 


wt, 


exposed to 
M.V.L. 
Area of skin 
exposed per 
Time of 
exposure, 
Increase, 


Area of skin 
kilogm. 
after 


radiation. 


Rabbit No 
Wt, in grammes, 


radiation, 
Two hours 





sq. cm. 
4-0 
20-0 
16-0 
17-0 
30-4 
19-8 


sq.cm. 
12°6 
49-0 
49-0 
49-0 
49-0 
49-0 


3050 
2450 
3110 
| 2900 
1610 
2480 





24 +18 





Conclusions.—1, A definite erythema was seen over 
all the skin areas irradiated, and a marked cedema 
of the skin of rabbits Nos. 19, 22, and 23 was seen 
the following day. These three animals later showed 
desquamation, and a scab formed at the site irra- 
diated. 2. In animal No. 19 the small skin area 
irradiated did not produce a decided increase in the 
bactericidal power, in spite of the massive dosage. 


Method of Recording and Classifying the Experimental 
Results Obtained. 


By these means a series of experiments were carried out 
in which the surface area of skin exposed to the source of 
light and the length of time of exposure was controlled. In 
the first series of experiments a very small surface area of 
skin was exposed. For this purpose the water-oooled 
M.V.L. (K.B.B.) of the Kromayer type was employed, and 
the light was applied locally to the skin. The diameter of 
the circular patch exposed was 4-0 cm. and the surface 
area was therefore approximately 12-6 sq. cm. The length 
of time of exposure was varied from 5 to 30 minutes 
(2—6 infusoria killing units). In no case could any definite 
change in the bactericidal power of the blood be observed 
in this series of experiments. Following this, other experi- 
ments were carried out in which a gradual increase in the 
area of skin irradiated and variation in the length of time 
of exposure were made. In all about 120 animal experi- 
ments were performed. The results of these experiments 
were grouped together and classified according to the 
surface area of skin irradiated per kilogramme weight of the 
animal. Each of these series was again classified into 
similar series according to the time of exposure, expressed 
in terms of I.K. units. An average of the results of each 
similar group of experiments was recorded as the final 
average result obtained. The initial bactericidal power of 
the rabbit’s blood, tested against staphylococci, has been 
found to vary from 30 to 60 per cent.; the extent of the 
increase in the killing power of the blood subsequent to 
exposure of the skin to ultra-violet light would, therefore, 
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depend upon the initial value of the blood. In these 
experiments the increase in the hemobactericidal power 
was expressed in the following terms :— 
a’® - a’ 
a} 
when a* = bactericidal power two hours after radiation. 
a' = bactericidal power before radiation. 


= Increase in killing power of blood. 


TABLE II.—E«xposure to Light =2 I.K. Units (Minimal 
Erythema Dose). 


(A).—No. of experiments observed. 
(B).—Average of area of skin exposed to M.V.L. per kg. of 
weight of animal. 
(C).—Average per 
exposure to M.V.L, a’. 
(D).—Average per cent. hemobactericidal 
after exposure to M.V.L. a’. 
= at 
a’ 


cent. heemobactericidal power before 


power two hours 


. a 
(E).—Average increase 


(A). 


(B). (C), 
sq. cm, 
3°83 52-5 
6-5 51-0 
2-5 42-2 
17°6 50-0 
24-0 34-5 
50-4 36-6 
83-7 48°5 


0-025 
0°37 
O-45 
0-67 
0-94 
0-9 
0-056 


SS) 


cae 


TABLE III.—Eerposure to Light = 4-10 I.K. 
(Maximal Erythema Dose). 

(A).—No. of experiments observed. 

(A1).—I.K. units. 

(B) (C) (D) (E) as Table IT. 


Units 





(A). 


(Al). 


4 
6 


(B). (C). 
46-6 
54°3 
36-0 
37-0 
42-0 
42-6 
41-6 
31-0 
48-0 
41-2 


(D). 





pares 
S orm 

os 

wn 


3S 
be 


We DO So Se Or Wo Go 


ee Or TAT HI1 OO Or 
BOD WOES Or So BS He AIO 


Conclusions from Experiments. 


From this series of experiments the 
observations have been recorded :— 


1. An “‘ erythema ”’ dose of light is necessary to obtain 
an increase in the bactericidal power of the blood after 
radiation of the skin. 

2. In all the experiments in which the minimal erythema 
dose of light was employed—i.e., 2 I.K. units: (a) The 
smallest areas of skin from 1—5 sq. em. per kg. of weight 
were subminimal and failed to give a ‘ bactericidal ”’ 
response. (6) Areas of skin from 5-10 sq. cm. per kg. were 
the minimal area which had to be irradiated, to show a 
definite increase in the bactericidal power of the blood. 
(c) Areas of skin from 15-20 sq. cm. per kg. showed a more 
decided improvement in the bactericidal power of the blood 
after irradiation. (d) The areas of skin from 20-50 sq. cm. 
per kilogm. wt. showed the optimal response. (e) Areas of 
skin over and above 50-100 sq. cm. per kilogm. wt. of the 
animal did not give any bactericidal response and appear 
to be too large a surface area irradiated. 

3. When the length of time of exposure is increased so 
as to produce a greater degree of erythema and cedema of 
the skin: (a) On the whole, provided an erythema dose 
was maintained, no very striking changes other than those 
already mentioned was observed. (6b) The subminimal 
areas exposed showed no change. (c) A slight improve- 
ment was seen in the minimal areas—i.e., 5/10 and 10/20 
sq. cm. per kilogm. wt. (d) No rise was seen in the experi- 
ments in which large area and intense dosage were employed. 
In some cases a decided fall in the bactericidal power was 
recorded. 

4. There therefore appear to be two great factors which 
control the bactericidal response of the blood to irradiation 
of the skin: (a) The surface area of skin irradiated per 
kilogm. wt. of the animal. (b) The intensity of the erythema 
produced—i.e., the length of time of exposure, &c. 


following 


_ In all these experiments the surface area of skin 
irradiated per kilogm. wt. of the animal appeared to 
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be the more important factor than the time of expo- 
sure or the intensity of ultra-violet rays, provided the 
erythema dose was maintained. Some observers 
maintain that the biological action of light is in part 
due to the production of a photo-chemical substance, 
derived from either the tissue cells or the blood 
cells, but no definite experimental proof supports 
this view. It is conceivable that an excess of such 
a substance would inhibit the efficiency of the leuco- 
cytes. In many cases of severe sunburn, and also 
with burns caused from heat and other causes, the 
surface area of skin irradiated plays an important 
role in the sequele which may follow. It is possible 
to produce “ sunstroke’”’ by irradiating the head 
with an intense focused beam of visible light, but 
this effect is due to the penetration to, and the heat 
effect on, the brain of the visible rays. Conversely, 
it is difficult to seriously damage small animals which 
have been made “‘ light sensitive ’’ hy means of eosin 
or hematoporpyhrin unless a large area of skin is 
exposed to the source of light. 


Observations on Human Cases. 

It is of interest to correlate the surface area of 
skin exposed per kilogm. wt. of the animal to that 
of the human body. In the case of a person weighing 
10 st. this roughly gives the following results :— 
Area. Sq. cm. 
per kilogm. wt. 


A In. 
Sq. in. (approx.). 


: 8 
5-10 = 11 . < 10 

Minimal area - 7 15 = 168 2x 14 
25 280 x 17 
Optimum area ia 7 40 448 , x 21 
50 560 5 x 26 

Maximal optimal area... 80 = 896 ,, 3 < 30 
100 = ~ 33 xX 33 


Subminimal area .. 


The subminimal area would therefore be 56 sq. in., 
the optimum area from 280 to 560 sq. in., and the 
maximal optimal area over 896 sq. in. 


Since these experiments have been carried out, tne 
effect of radiation of the skin on the bactericidal 
power of the blood has been investigated in over 
30 patients who were having light treatment. In all 
these cases the skin of the back extending to the 
level of the last rib (or 1-2 in. below) was exposed 
to the M.V. or to the arc lamp. In the great majority 
of cases an increase in the killing power of the blood 
was observed with a minimal erythema dose of light. 
These results compared favourably to those obtained 
previously when the skin of the chest and back was 
irradiated. It is beyond the scope of practical 
clinical methods to carefully weigh patients and 
measure areas of skin; but exposure of small areas 
of skin, such as the back or chest, have shown good 
results. In the present method of treatment the 
skin of the body is roughly divided into four areas : 
(1) the back, (2) the chest, (3) the front of the legs, 
(4) the back of the legs. One of each of the areas is 
exposed to the source of light every alternate day. 
The dose of light employed is always the minimal 
erythema dose. The aim of each treatment consists 
in the production of a mild erythema which dis- 
appears within 48 hours and may be followed by 
desquamation. The patient has three treatments 
per week, so that an interval of rest of at least nine 
to ten days elapses between the exposure of any one 
of the four areas of skin. This interval of time 
allows for the skin to completely recover from the 
previous dose of light. In this way the skin will be 
found to remain sensitive and react to small doses 
of light, and an erythema can be usually maintained 
with 2-3 I.K. units. As a usual routine treatment 
is started with the mercury-vapour lamp. With the 
onset of a slight perceptible pigmentation (this is 
often seen after the second exposure of each area) 
the dosage with the M.V.L. is increased, or treatment 
is started with the arc lamp. In those cases where 
failure to develop a definite erythema occurs, the 
dose of light is repeated over the same area of skin 
and increased. In no case is any area of skin irra- 
diated which shows signs of desquamation ; the skin 





is always rested until it appears to be normal. By 
means of this technique the area of skin exposed to 
the source of light is proportional to the body-weight 
of the patient. Rollier and Gauvain adopt a tech- 
nique in treatment by heliotherapy, by which the 
body is gradually exposed to the sun and sky until 
the whole surface area of skin is irradiated. At the 
Light Institute at Copenhagen and at many other 
places the whole body is exposed to the source of 
light according to a routine schedule. No importance 
is attached to the biological response of the skin after 
radiation. The exposure to light is systematically 
carried out until patients are exposed for two hours. 
By the technique which has been described, during 
the whole course of treatment exposure to the source 
of light is controlled by the erythema reaction of the 
skin. The object of each treatment is to produce a 
minimal erythema over an area of skin considerably 
less than one-quarter of the surface area of the body. 
A great advantage of this technique is that the 
length of time of exposure is considerably shortened. 
Any type of lamp which readily emits erythema- 
producing rays is suitable. With the M.V.L. and are 
lamps which were employed in these observations 
treatment started by exposures from 24-5 minutes 
(14-2 I.K.), and even after 30-40 treatments an 
erythema could be easily obtained by exposure of 
an area of skin for 10 minutes (4-8 I.K.). By resting 
each area of skin for 10-14 days between each 
exposure the skin is continually maintained in a 
light sensitive state. 


Immunity of the Skin to Light. 

The skin rapidly develops a mechanism of immunity 
to light directly after exposure to ultra-violet rays 
and before the onset of erythema and pigmentation. 
L. Hill has shown that when a small area of skin is 
irradiated so as to produce a maximal erythema, a 
second dose of light given over one-half of an area 
of skin 10 minutes after the first exposure does not 
further notably increase subsequent inflammation 
and soreness in this half of the irradiated area. 
Perthes found that irradiation of the erythematous 
skin does not result in any further reaction beyond 
the maximal erythema reaction. When the skin is 
desquamating the desquamating layer absorbs the 
whole of the ultra-violet rays, and no penetration of 
ultra-violet rays occurs through this. On the other 
hand, directly after desquamation the new skin 
layer is exposed and is very sensitive to irradiation. 
Erythema can then be produced with a minimal dose 
of light, which again renders the skin immune to 
light until erythema and peeling have passed away. 
Pigmentation lessens the sensitivity to ultra-violet 
rays, but, as Perthes points out, it is possible to 
produce erythema in the pigmented skin. The dose 
may, however, have to be increased. Pigmentation 
protects the blood from the visible rays, and by 
converting the radiant energy into heat excites the 
cutaneous nerves and provokes sweating, which in 
its turn protects the body from being over-heated by 
the absorption of radiant energy. 

From these observations it is apparent that 
immunity and protection to ultra-violet radiation is 
produced (1) by changes occurring in the skin directly 
after radiation ; (2) by the desquamation of the skin ; 
(3) later to a lesser extent by pigmentation. 

The skin is a very active tissue and is constantly 
undergoing regenerative and proliferative changes. 
The skin responds to ultra-violet radiation only when 
these rays can penetrate to the layers of skin beyond 
the horny cells of the stratum corneum. The depth 
of pigmentation and the penetration of lignt depends 
upon the intensity of the wave-lengths of ultra-violet 
rays emitted from the source of light. When the 
reaction to irradiation has extended deeply into the 
layers of the skin, this immunity persists for a longer 
period of time, as a larger mass of skin and tissue 
cells have been irradiated. 

The skin of young children differs markedly from 
the adult skin in its behaviour to light. The child’s 
skin does not appear to be as sensitive as the adult's 
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to ultra-violet radiation, and the erythema reactions 
produced are usually less intense. Although the 
child’s skin appears to possess a natural immunity 
to ultra-violet rays, its absence of pigment renders it 
very sensitive to the heating effects produced by the 
penetration of visible rays. 

In the ‘‘ Copenhagen technique’’ the massive 
exposure of large areas of skin to arc lamps renders 
the skin rapidly light-tolerant and immune. As a 
result the dosage has to be increased for long periods 
of time. The work which has been described in this 
paper does not support this method of treatment. 
Although the clinical results obtained by A. Reyn 
and his colleagues are very good, it is claimed that 
equally good results can be obtained by this simpler 
and quicker technique, which it would be interesting 
to try also in heliotherapy. It may be necessary to 
somewhat increase the time of exposure towards the 
end of the treatment, but the careful control of 
dosage during the preliminary stages of treatment, 
and the observation of the skin reactions with each 
dose of light, give place to a simple systematic 
technique for phototherapy. 


The experiments described in this paper were 
carried out at the National Institute for Medical 
Research, Hampstead, N.W. I wish to express my 
gratitude and thanks for the help given me by 
Dr. Leonard Hill and Captain 8S. R. Douglas while 
the work was progressing. 














SPINAL ANASSTHESIA IN INTUSSUS- 
CEPTION OF INFANTS. 
By HAMILTON BAILEY, F.R.C.S. Ena., 


GILLSON SCHOLAR SOCIETY OF APOTHECARIES ; SURGEON, 
DUDLEY ROAD HOSPITAL, BIRMINGHAM, 


THE advantages of spinal anesthesia in acute 
intestinal obstruction are now widely appreciated, 


for it is recognised that one of the greatest contra- 
indications in all modern emergency surgery is an 
anesthetic via the respiratory passages to a patient 
in the throes of fecal vomiting. Again, the picture 
of an unhappy surgeon engaged in a sisyphean task 
of approximating the peritoneum over a sea of 
distended and unruly intestinal coils has, by virtue 
of intrathecal anesthesia, passed, and given place to 
quiet and orderly suture of the abdominal wall. 
Whatever objections may be raised against intra- 
thecal anesthesia, few will deny that it has at least 
played a part in improving the results of the treat- 
ment of acute intestinal obstruction. 

The object of this paper is to set forth some advan- 
tages of extending spinal anesthesia to intestinal 
obstruction during infancy, and is based upon 
observations made upon a short series of cases of 
intussusception so treated. 


Technique and Dosage. 

Stovaine in saline (May and Baker) was used in 
all cases. A word of warning is here necessary. It 
is essential that it be stovaine in saline, for should 
the older preparation, stovaine in glucose (which is 
still used by some operators), be injected, disastrous 
results would most certainly follow the instructions 
outlined here. So great is the danger, in emergency, 
of confounding the phials of these two preparations 
of stovaine—whose application in theory and practice 
involve entirely dissimilar principles—that it should 
be compulsory for all manufacturers to issue stovaine 
in saline in a capsule of a conventional colour. 

Dosage.—0:2 c.cm. of stovaine in saline was the 
standard dose used, but this must vary with the 
weight of the baby. 

The lateral position of the patient is adopted for 
spinal puncture; this position is maintained by an 
assistant on the left-hand side of the table. By 
passing one arm round the baby’s neck, and the 
other under its knees, the assistant can steady the 
patient and maintain flexion of the vertebral column 





(Fig. 1). The operator will find it convenient to be 
seated. Barker’s needles, so generally used for 
spinal puncture, are much too large, and are quite 
unsuitable for infants. A smaller needle should be 
substituted. The needle is introduced between the 
second and third lumbar vertebre. 

Observations lead one to believe that in these 
cases the reduction of intracranial pressuwe conse- 
quent upon the removal of cerebro-spinal fluid 
increases shock considerably. The cerebro-spinal 
fluid should therefore not be allowed to escape. 
There is no need to mix the stovaine intimately 
with the cerebro-spinal fluid by repeatedly with- 
drawing and inserting the piston of the syringe. I 
have reason to believe that this is a dangerous 
practice, and sometimes disseminates the anesthetic 
to the higher segments of the cord. 

The anesthetic having been introduced, the 
puncture wound is sealed by collodion in the usual 
way. +c.cm. of pituitrin is injected subcutaneously 
to counteract a fall in blood pressure, and the operat- 
ing table may be tilted by the head 20° with the 


Position for spinal puncture, 


same object in view. I usually ask the nurse to 

place the corner of a piece of gauze soaked in glycerol 

in the patient’s mouth, and as often as not the child 

sucks the gauze quite happily during the operation. 
Advantages. 

The stovaine effectually blocks the painful impulses 
passing from the intestines to the spino-thalamic tract, 
and frequently, a few moments after the injection, a 
child howling with pain becomes quite peaceful. 

The aphorism of Jacobson that the prognosis in 
intussusception varies inversely with the time that 
the infant is on the operating table applies to reduc- 
tion under general anesthesia. Within reasonable 
limits, when spinal anesthesia is being used, there is 
no particular necessity for speed. Refinements of 
technique, such as clipping towels to the cut edge 
of the skin and displacing the rectus laterally (instead 
of splitting that muscle) are permissible in the 
majority of cases. Owing to the absolute muscular 
relaxation, the mass which constitutes the intus- 
susception can usually be delivered through the 
wound into hot, saline-soaked gauze. This is always 
possible as soon as the splenic flexure has been passed. 
Extra-abdominal reduction, combined in stubborn 
cases with Daw’s method of stretching the intus- 
suscipiens (Fig. 2), has considerably minimised the 
necessity for resection and its concomitant risks. 

Under general anesthesia, and especially when gas 
and oxygen are being used, there is at least some 
difficulty in closing the abdominal wall in layers. 
Not infrequently the difficulty is insurmountable, 
and the only possible means of dealing rapidly and 
efficiently with the situation is to have recourse to 
through-and-through interrupted suture. Whilst 
the results of this somewhat crude but effective 
method of closing the abdomen are astonishingly 
good, it must be admitted that complications occa- 
sionally directly result from its use. For instance, 
‘* burst abdomen ”’ is a well-known complication after 
reduction of intussusception under general anes- 
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thesia. So far it has not occurred after spinal anes- 
thesia, and it is highly improbable that it will. 

Again, when the peritoneum is not accurately 
approximated, coils of intestine are very likely to 
become adherent to the wound. case of acute on 
chronic intestinal obstruction in a child of 3 was 
recently seen at necropsy. The cause of the obstruc- 
tion was found to be adherent coils of ileum to a 
laparotomy scar. An intussusception had been 
reduced two years previously. Lastly, it is obvious 





ve Hl). 











Daw’s method of stretching the intussuscipiens. 


that an abdominal wall closed hastily and with diffi- 
culty is more likely to predispose to a ventral hernia 
than one which has been accurately sewn in layers. 

It will be noticed that there was one death in this 
series. The child had been ill 68 hours before it was 
submitted to operation. Nevertheless, though very 
shocked, it was not more collapsed than several 
others of the series. As the operation was about to 
commence the child stopped breathing. The heart 
continued to beat for some seven minutes after the 
cessation of respiration; but in spite of every effort 
at resuscitation for half an hour death occurred. 
The necropsy revealed a small gangrenous ileocolic 
intussusception. I believe this death was due to 
stovaine poisoning. On reconsidering the case, I 
remembered that the syringe which was being used 
was indistinctly marked. Further, seven hours 
before this operation I had pricked my finger in 
the course of a laparotomy upon a patient with a 
virulent streptococcal peritonitis, and a long illness 
had already commenced. It seems probable that an 
overdose of stovaine was given, and it behoves one 
to make quite certain that the syringe which is 
being used is marked very clearly in tenths of a cubic 
centimetre. 

In spite of this failure I have every confidence in 
the method. The greatest advantage that spinal 
anesthesia has to offer is an absolutely relaxed 
abdomen, which facilitates the work of the surgeon, 
and prevents many insults to the plexuses of Auerbach 
and Meissner. 

After-treatment.—The patient is returned to bed 
and anti-shock treatment continued. The foot of 
the bed is raised, and continuous rectal saline adminis- 
tered by means of a Souttar’s apparatus. Nepenthe, 
ll i., is given by mouth every three hours. 


and Results. 


Records 


Age Hours | Dose of Age 
in since stovaine in 
months. onset. admin. 


Dose of 
stovaine 
admin. 


Hours 
since 
months, onset. 


| Result, 





c.cm, 
36 0-2 
11 ” 
80 
60 
30 


¢c.cm, 
0-2 
0-3 
0-18 
0-18 
0-2 


moot 


wom 


” 


15 i R. 
68 possibly D. 
0: 


ICA COOW 


10 





Type of Intussusception,—lleocolic in each case except where 
marked with an asterisk; in this instance the intussusception 
was ileocecal. 

I desire to record my thanks to Mr. H. S. Souttar, 
of the London Hospital, who first demonstrated to 
me the possibilities of intrathecal anesthesia in 
infants. 


References.—Rowlands and Jacobson’s Operations of Surgery, 
1915, ii., p. 341. Daw, 8S. W.: THe LANCET, 1918, i., 803, 





Clinical and Laboratory Notes. 


A CASE OF 
SIX FACETED CALCULI FOUND IN THE 
SUBSTANCE OF THE SUBMAXILLARY GLAND. 


By W. INGLEDEW Daacertt, M.B. Camp., M.R.C.S., 
HOUSE SURGEON, KING’S COLLEGE HOSPITAL, 


CALCULI in Wharton’s duct and in the substance 
of the submaxillary gland are not uncommon; the 
following case, however, presents unique features :- 


An adult male, aged 36, recently attended at the hospital 
complaining of a large swelling on the left side of the neck 
immediately below the lower jaw. The swelling had first 
been noticed about 18 years previously, when no larger than 
a marble. No inconvenience had been caused, and there 
had never been any pain or increase in size during meal 
times. Five years ago the patient had a bad cold, and a 
marked increase in the swelling became evident, with 
associated pain and throbbing until a sudden and offensive 
discharge into the mouth relieved the condition, decrease 
in size following almost immediately. Several similar 
attacks occurred during the last five years, all associated 
in onset with a cold in the head, and relieved by an offensive 
intrabuccal discharge. On each occasion the swelling had 
subsequently decreased in size, yet each exacerbation had 
left it larger than formerly. The patient was often con- 
scious of something hard pressing upon and limiting the 
movements of the left side of his tongue; several times, 
when pressing upon the swelling, he had felt a distinct click 
which he described as “‘ something hard hitting against the 
lower jaw.”’ 

When this patient first presented himself for examination 
he was in what he termed “ one of his attacks.”” He looked 
ill and his temperature was 100-2° F. There was a swelling 
the size of a hen’s egg in the left submaxillary triangle ; 
this was exquisitely tender on palpation; the overlying 
skin was red, hot, and attached to the mass. Oral examina- 
tion demonstrated that the orifice of Wharton’s duct was 
red and prominent, pus could be expressed by gentle pres- 
sure. With one finger in the mouth and the other hand 
just below the horizontal ramus of the mandible, a marked 
degree of fixity was noted; despite the limited lateral 
mobility, pressure outwards imparted to the examining 
fingers the uncanny “ click ’”’ alluded to by the patient. 

The diagnosis of calculus in the submaxillary gland was 
easy ; the presence of pus flowing into the mouth pointed 
to secondary infection, whilst the size and fixity of the 
gland were certainly due to previous attacks of inflammation, 
which had caused fibrous thickening of the gland stroma and 
adhesions to surrounding structures. The fact that pain 
and increase in size associated with taking food had not 
been noticed showed that the duct had never been obstructed ; 
this was confirmed by the easy passage of a fine probe along 
the duct. 

From an X ray photograph the deduction was made 
that a single large branched calculys was present in the 
substance of the submaxillary gland. The obvious pro- 
cedure was to remove the whole gland from the outside, 
owing to the size of the swelling and periglandular fibrosis, 
and the patient was admitted to the ward. The teeth were 
very septic and received attention. Frequent mouth 
washes of chloramine-T 4 per cent. were used until the 
inflammation had subsided. 

Operation.—<Access to the gland was effected through a 
curved incision, with its convexity downwards, extending 
from a point just behind the symphysis to the angle of the 
mandible. The gland was dissected out piecemeal, the 
firm adhesions causing great difficulty. The facial artery 
was cut and secured, whilst subsequent weakness of the left 
side of the mouth showed that the buccal branch of the 
facial nerve had been damaged. A corrugated rubber 
drain was inserted and the wound closed. On opening the 
gland no less than six separate calculi were found, all 
faceted and fitting into one another so closely that the 
appearance of a single calculus in the X ray photograph 
was not surprising. The accompanying photograph shows 
the branched appearance and rough nodular surface of the 
composite mass; the separate calculi have been fitted 
together by plasticine in order to show their disposition 
before separation. The total weight was 16 g., the largest 
of the six weighed 6-5 g. 


Discussion. 
The question as to how the facets arose is interest- 
ing. It is possible that the calculi were formed 
separately in a pre-existing cystic space in the gland, 
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and that mutual pressure, as in the case of gall- 
stones, was in part responsible for the condition. 
Retention cysts in the submaxillary gland have been 
described, but they are not common. Assuming the 
presence of such a cyst, some low-grade infection 
would give rise to retention of minute plugs of mucus, 
desquamated epithelium, and bacteria, around which 
phosphates and carbonates of lime would be deposited. 
The stones would become larger until they filled the 
cyst, further deposit of salts would then only be 


The composite mass of six faceted calculi fitted together with 
2. 


plasticine as they lay in Wharton’s duct. 


possible on the surfaces not actually in contact with 
one another, and so faceting would result.  Peri- 
cystic deposition of fibrous tissue, due to irritation, 
would explain the fixity of the calculi in the gland 
substance. 

In my opinion the condition did not arise in this 
way, but the several component parts were formed 
in separate but adjacent parts of the gland; such a 
condition has been described before, but radical 
treatment has been instituted before facets have 
had time to form. In the case in question, I assume 
the presence of six separate calculi close together 
but separated from each other by a small amount 
of glandular tissue ; as growth continued this inter- 
vening glandular tissue, through compression, would 
atrophy and finally disappear. When this stage had 
been reached only time was necessary for the develop- 
ment of facets, for lime salts could only be deposited 
on the free surface of the composite mass. The fact 
that between the smallest calculus and the one into 
which it fitted I found a process of fibrosed glandular 
tissue continuous with that surrounding the main 
mass is in support of this view. It is very rare for 
such a condition to be allowed 18 years in which to 
develop. 

In conclusion, I wish to express my gratitude to 
Mr. Cecil P. G. Wakeley for allowing me to operate 
upon and publish this case. 





A CASE OF 
SIMULTANEOUS ABDOMINAL 
PREGNANCY. 
By M. Sourasky, M.D. LEEDs, 
SURGICAL REGISTRAR, 


AND TUBAL 


F.R.C.S, EDIN., 


LONDON JEWISH HOSPITAL, 


CASES of twin ectopic pregnancies are sufficiently 
rare to be worth recording. 


Mrs. I. L., aged 32, was admitted to the Mansfield 
Hospital, Nottingham, on Nov. 23rd, 1921, suffering from 
abdominal pain, vomiting, and a large abdominal tumour. 
I did not see the patient at the time, but I understand it 
was diagnosed ? hydatidiform mole. She remained in the 





hospital for five weeks, and as all her symptoms abated she 
was discharged and lost sight of. 

On March 8th, 1924, after a period of over two years, 
she was readmitted with exactly the same swelling, pain, 
and feculent vomiting. She stated that she had been in 
fairly good health since leaving the hospital except for 
rather severe constipation and occasional attackg of vomit- 
ing and abdominal pain. Menstruation was irregular and 
scanty. 

Condition on Examination.—On abdominal examination 
a large mid-line swelling from xiphisternum to pelvis was 
found. It was smooth and slightly movable from side to 
side, but not vertically. The umbilicus was everted. The 
whole abdomen was tender, rigid, and distended, so that 
on palpation one could make out nothing beyond a large 
tumour. Vaginal examination revealed nothing except a 
slightly patent os. The breasts were prominent and no 
colostrum could be expressed. 

Her general condition was alarming. 
rose to 103-104° F.; the pulse was rapid and thready, and 
the vomiting frequent and feculent. It was evident that 
the case was one of general peritonitis superimposed upon 
an abdominal tumour of nearly three years’ standing, the 
nature of which was not known. 


Mr. A. Hunnard, under whose care the patient 
was readmitted, and to whom I am indebted for 
permission to publish this case, asked me to operate 
on her. 


Operation.—Under general anesthesia in the lithotomy 
position I found the uterus enlarged to about 5 in., the 
os patent, admitting with great ease Hegar’s dilators, and 
the uterine cavity empty. I therefore decided to perform 
laparotomy, at which Mr. A. R. Tweedie kindly assisted me. 

On opening the abdomen a large sac, through which a 
foetus was palpated, was seen. This sac was intimately 
adherent to the abdominal viscera, and on tracing it down- 
wards we found it originating at the right pole of the fundus 
of the uterus, the base of its attachment measuring 1 in. 
by 4 in. There was also a pendulous mass hanging from 
the right side of the uterus at the site of the right Fallopian 
tube and ovary. The left tube and ovary were normal. 
The uterus was enlarged, and, with the exception of the 
sac originating at its right upper pole, and the pendulous 
mass at the right side, looked quite normal. The peri- 
toneal cavity was filled with a serous exudate and multiple 
friable adhesions. 

In view of the patient’s serious condition, and the multiple 
dense attachments to the various viscera, the removal of 
the sac en masse was considered inadvisable. Hence an 
incision into the sac was made and a slightly macerated 
foetus of about eight months was extracted. The placenta 
and the inner surface of the sac were gangrenous, and the 
sac was full of dark, highly offensive fluid. After removing 
the gangrenous tissue and carefully mopping out the puru- 
lent fluid, we closed the abdomen, draining the sac and the 
peritoneal cavity. Though the wound drained well, and 
though all measures to improve her general condition were 
undertaken, the patient died five days after the operation. 


Post-mortem Examination.—No communication was found 
between the sac and the uterus. It was impossible to 
detach the sac from the viscera. The pendulous mass on 
the right side of the uterus contained another foetus of over 
three months, as the sex could be determined. The uterus, 
the sac, and its attached viscera were carefully removed 
for microscopic examination and museum purposes. Unfor- 
tunately the specimen was destroyed. 


The temperature 


Commentary. 

One is faced with the problem as to how the 
abdominal pregnancy originated. There are three 
possibilities. It began as a twin pregnancy in the 
right Fallopian tube, one ovum gaining entry into 
the peritoneal cavity and eventually becoming 
attached to the right upper pole of the uterus, either 
by being extruded through the abdominal ostium 
or by rupturing through the wall of the tube. 2. It 
began as a primary abdominal and a tubal pregnancy. 
3. It began with one pregnancy in a rudimentary 
horn of a uterus unicornis, and another in the right 
Fallopian tube. 

The first hypothesis is not feasible, because the 
patient’s history is too colourless to suggest a 
ruptured tubal gestation or an extrusion of a foetus 
through the abdominal end of the Fallopian tube. 
The second hypothesis is possible but highly improb- 
able. One could hardly conceive an abdominal 
pregnancy attaching itself to the upper pole of the 
uterus by a narrow peduncle, as was found in this 
case; and some authorities deny the existence of 
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primary abdominal pregnancy per se. Therefore I 
am inclined to think that the pregnancy began in a 
rudimentary horn, which lost its communication 
with the uterine cavity during the three years of the 
foetus’s existence. 

It is difficult to come to a definite conclusion as to 
when the tubal pregnancy started—whether it was 
a case of superfoetation or simultaneous ectopic 
pregnancies. Apparently, when the patient was 
admitted the first time, she had gone to full term, 
and a spurious labour had occurred with severe 
abdominal pain and vomiting. The foetus must have 
died during that process. 


Summary. 

The interest in this case lies in the following facts: 
1. The woman lived fairly comfortably for nearly 
two and a half years with two dead foetuses in her 
abdomen. (a) One about eight months old lying in 
a special sac which was tightly adherent to the 
viscera, and apparently originating from the upper 
pole of the uterus from a rudimentary horn ; (b) the 
other in the right Fallopian tube over three months 
old, which had been there for an undetermined 
time. 

2. The placenta of the large foetus was gangrenous, 
and the foetus itself was just beginning to undergo 
decomposition. 

3. A rare combination of abdominal and _ tubal 
pregnancies. 











MENTAL DISEASE AND DEFICIENCY. 


WORK OF THE BOARD OF CONTROL 
IN 1925. 


‘THE twelfth annual report ' of the Board of Control, 
on which we made some general comment last week, 
records that there were 133,883 certified persons under 
care at the beginning of 1926. This was an increase 
of over 2000 on the previous year, but the 
Commissioners consider that it is parallel with the 
increase in population and does not afford evidence 
of any increase in the incidence of insanity. The 
sex percentage among the private patients was 34-8 
males and 65-2 females, but if service and ex-service 
patients are included the relative figures are altered 
to 59 and 41. Among rate-aided patients the sex 
distribution showed a slightly higher figure for 
males: 41:7 per cent., or 44:3 per cent. when the 
service cases are included. The recovery-rate for the 
whole country, calculated as usual on the direct 
admissions, was 31-8 per cent., and the death-rate 
7-6 per cent.—the lowest ever recorded. 


Accommodation. 

The question of available accommodation is rapidly 
becoming serious, and the Board called a conference 
in April, 1925, to consider it. Methods of relieving 
pressure that were recommended include : (1) Arrange- 
ments with boards of guardians to transfer harmless 
senile patients to Poor-law institutions ; (2) extended 
use of boarding-out, discharge to relatives, and 
discharge on trial of all suitable patients ; (3) building 
on to existing mental hospitals separate admission 
and convalescent villas and homes for the nurses. 
As circumstances may differ in different areas, the 
Board is collecting information with a view to calling 
regional conferences. Regions have been mapped out 
in such a way that each group of mental hospitals 
is collected around a teaching centre, and it is hoped 
that the scientific progress of psychiatry may be 
furthered by contact between the institutions and the 
universities. 

Scientific Equipment. 

The report states that ‘every public mental 
hospital should possess a laboratory” and urges 
every institution to appoint a properly trained 
pathological officer and laboratory assistant without 


1 H.M. Stationery Office. 12s, 6d 


delay. Possibly the grouping of the hospitals around 
the universities may further the encouragement and 
coordination of research by the appointment of one 
of the university pathologists as visiting pathologist 
to the mental hospitals in his area. The Commissioners 
urge the speedy installation of an X ray apparatus 
and the appointment of a visiting radiologist ; it is 
particularly important when dealing with mental 
patients to be able to locate fractures and foreign 
bodies precisely, and also to be able to apply X ray 
treatment clinically where indicated. While it 
cannot yet be stated with any assurance that ultra- 
violet radiation has any specific action on psychotic 
states, five county and one registered hospital have 
installed the apparatus for the treatment of such 
conditions as malnutrition, autotoxemia, and tuber- 
culosis. The Commissioners feel that patients cannot 
be adequately treated without a clinical room attached 
to each ward where they can speak privately with 
the medical officer and where he can carry out the 
simple everyday tests of clinical medicine. A com- 
plaint of increasing frequency is the lack of opportunity 
the patients have for talking with the medical officer, 
and although this is no doubt partly due to the very 
large numbers accommodated in some of the institu- 
tions, yet the Commissioners feel that the difficulty 
might be largely met by the routine use of these 
clinical rooms. 
Amenities of Life. 

In conformity with their general policy of treating 
inmates of mental hospitals as nearly as possible 
like those of other hospitals, the Board urge the 
greatest possible freedom in correspondence and 
visits, and have issued a circular in which they ask 
all superintendents to see that the patients are fully 
informed of their rights in the matter of visits, letters, 
and parcels. 

The scheme of dietary drawn up by the Board has 
been followed in most of the hospitals, and there is 
no doubt that the food supplied has, on the whole, 
improved very markedly in recent years. Rigid 
weekly scales have been abolished, and kitchen equip- 
ment has been improved. The provision of a really 
good diet necessitates capital outlay on the equipment, 
but economy is effected in the end. The average 
weekly cost of maintenance was 23s. 


Infectious Disease. 


Three institutions had outbreaks of mild small- 
pox, but there were no deaths, and the energetic 
action of the medical staffs quickly confined the 
epidemics within narrow limits. Influenza seems to 
have been more prevalent in 1925 than in 1924, but 
of a milder type. The problem of intestinal disease 
in mental hospitals was dealt with in a recent issue of 
THE LANCET (August 21st, pp. 377-391). While the 
measures taken to prevent and combat these condi- 
tions are very much more efficient than they used to 
be, the report urges on all institutions the great impor- 
tance of making their water- and milk-supply, sewage 
disposal, and laundry work above reproach. It is also 
suggested that the flushing system in w.c.’s should be 
worked by a floor pedal to avoid contact with hands 
that may be contaminated. Typhoid and para- 
typhoid continue to show a slow but disquieting 
annual increase, 147 cases being notified during 1925. 
Curiously, nearly 80 per cent. of these cases are in 
women, whereas in the population outside male 
cases predominate. Early diagnosis and organised 
search for carriers ought to combat these diseases 
successfully. Dysentery has shown a steady decrease 
in incidence, while tuberculosis has remained at the 
low figure it reached last year, less than 12 per 1000. 
The distribution of the last-named disease suggests 
to the Commissioners that there are still some 
unrecognised predisposing factors in certain hospitals. 
The figures of mortality from phthisis show a very 
gratifying improvement, from 17 per cent. of all 
deaths in mental hospitals in 1909-14, to 11-4 per cent. 





in 1925. The improvement in dietary is probably the 
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chief responsible factor, others being open-air nursing, 
better ventilation, and vacuum cleaning. 


Staffs and Out-patient Treatment. 

Some half dozen superintendents resigned during 
the year, and it is interesting to note that the first 
appointment of a woman superintendent was made 
in the summer of 1925, when Dr. Jean Shortt was 
placed in charge of The Lawn, Lincoln. The problem 
of mental nurses was made the subject of a special 
conference in April, 1925, and the Board subsequently 
issued a circular setting out their suggestions on what 
should be done to ensure a good service. The circular 
presses for uniform action throughout the country to 
attract the best type of nurse by providing adequate 
remuneration, suitable quarters, and club rooms. 
Those superintendents who have tried the experiment 
of using women nurses for male patients are practically 
unanimous in its favour. 

The report devotes a special section to the impor- 
tance of providing out-patient treatment in connexion 
with mental hospitals, and particularly emphasises 
the value of codperation with general hospitals. <A 
score of hospitals throughout the country now have 
out-patient clinics, where patients are seen by a 
member of the staff of a mental hospital; but very 
much remains still to be done, and the necessity of 
providing beds and social workers for these clinics 
is not yet adequately appreciated. 


General Paralysis and Encephalitis Lethargica. 

Induced malaria was used at 42 institutions on 
some 444 general paralytics in 1925. 13-7 per cent. 
of these have been sent home greatly improved and 
no harm has resulted from the treatment. The Board 
admits the point of view of those who maintain that 
the apparent recoveries should be classed with the 
remissions which so often occur without treatment, 
but feels that the figures are too striking to be depre- 
cated and continues to encourage this therapeutic 
experiment. There are now in mental institutions 
about 320 patients suffering from the after-effects of 
encephalitis lethargica. These young people need 
occupational training and facilities for special group- 
ing, and the Board is glad to record that the local 
authorities for London and Lancashire have collected 
their cases together and that 30 beds have been 
specially put aside at West Park, Epsom, for research 
and treatment; 25 beds have also been set aside 
at Winchmore Hill, and the results of patient work 
there have been gratifying. 


Research Work in Mental Hospitals. 

The report includes, as usual, abstracts of the 
research carried out in the various mental hospitals. 
The amount of research done, in addition to routine 
pathological work, is steadily increasing. This year’s 
reports record a number of interesting and valuable 
pieces of work on many subjects, including intestinal 
infections, malarial treatment of general paralysis, 
basal metabolism, biochemistry of the blood, reaction 
of the cerebro-spinal fluid, pellagra, laboratory aids 
to diagnosis, and ultra-violet light and radiant heat 
in treatment. 

Mental Deficiency. 

A large section of the report is taken up with the 
very serious problem of the mental defectives. As 
we pointed out in our comment on last year’s report 
(THE LANCET, 1925, ii., p. 655), the lack of accommoda- 
tion is acute, and the last 12 months have seen no 
improvement. ‘‘ The failure of local authorities,” says 
the report, ‘‘ to fulfil their duties is hampering the 
beneficent objects of the Mental Deficiency Act. 
Every day brings to our notice urgent and often 
most pitiable cases for whom no accommodation can 
be found. Mere figures can never reveal the urgent 
need for continuous care for defectives. There are 
human aspects of this social evil which cannot be 
found in statistics.” Three typical cases are given 
in full as illustration of the lamentable state of affairs, 

Discussing the marriage and procreation of defec- 
tives, the report weighs the methods of sterilisation 





and segregation, and in view of the terrible results, 
both social and personal, of the present free propaga- 
tion of deficients, suggests that the two’measures 
might profitably be worked together. Sterilisation 
alone will certainly not solve the problem, nor affect 
the immediate need for institutional accommodation, 
but since this is so grossly inadequate it might, the 
Board féels, be both humane and expedient to try 
sterilisation followed by return to some form of 
community life on licence. 

While ascertainment is undoubtedly improving, 
a large number of defectives have not yet been found. 
The reports of local authorities make it clear that a 
specially trained officer should be appointed or else 
that the local voluntary association should be used. 
A circular has been sent to local authorities and 115 
out of 124 have replied ; the report gives a summary 
of their answers. enty-one occupation centres 
are now at work and producing good results, in spite 
of the lack of proper facilities in many places. An 
increasing number of boards of guardians are employ- 
ing skilled occupational trainers. The appointment 
of special medical officers is proceeding slowly and 
the Board doubts whether the Act will be proper] 
worked until each district has such an officer, wit 
special knowledge and experience, whose principal 
work is mental deficiency. There is considerable 
difficulty in obtaining doctors with adequate training ; 
only 108 out of the 333 so far appointed have had 
any special experience. On Jan. Ist there were 
21,082 defectives under care and 55,480 “‘ ascertained.”’ 
The death-rate among those in institutions was 2 per 
cent. ; 31 per cent. of these being due to tuberculosis, 
20 per cent. to pneumonia, and 11 per cent. to epilepsy. 





MENTAL HOSPITAL REPORTS. 
PRIVATE HOSPITALS. 


Barnwood House Hospital, Gloucester, has 142 
patients, 14 of whom are on a voluntary basis. There 
was a good deal of influenza in the spring but no 
other illness; the death-rate was 9-15 per cent. 
The recovery-rate was 48 per cent., and the Visiting 
Commissioners note with satisfaction the amount of 
individual and intensive treatment. The staff of 
visiting specialists is increasing; the hospital now 
has a consultant physician, surgeon, and pathologist, 
and a dentist is to be appointed. One general 
paralytic treated by induced malaria was discharged 
recovered and is keeping well. The patients had the 
advantage of a seaside house at Weston-super-Mare 
for the summer and many of them have full parole. 
Verandahs and a dental room were added during the 
year and new arrangements at the cowsheds have 
resulted in a milk-supply of high purity. Forty-one 
per cent. of the nursing staff hold their M.P.A. 
certificate. 

The Retreat at York publishes a report illustrated 
with delightful pencil drawings of the estate. There 
were 206 patients in residence at the beginning of 
1926. The number of admissions during 1925 reached 
a record figure and over 56 per cent. of them were 
voluntary. The death-rate was 7 per cent., and the 
recovery-rate 28 per cent. The hospital was free 
from epidemic disease. Malarial treatment of general 
paralysis has been continued with varying but on 
the whole encouraging results, and the use of gland 
extracts is being pursued. Many of the patients had 
the benefit of a ‘‘summer holiday” in the house 
rented at Cloughton. The male side has been 
satisfactoril reorganised and the Gentlemen’s 
Admission Hospital is described as ‘‘a model of 
what such a department should be.’’ A new nurses’ 
home is practically complete. Fifteen patients have 
full parole and 48 more walk out attended. Twelve 
nurses obtained the M.P.A. certificate during the 
year and a number more passed the preliminary 
examination. A most important development is the 
inauguration of a clinic at the County Hospital for 
mental out-patients, which is to be run with the 
coéperation of the five mental hospitals in the district. 
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A PAMPHLET ON VENEREAL DISEASES. 


A REPRINT of the chapter on Venereal Diseases from 
the annual report for 1925 of the Scottish Board of 
Health has been issued for separate circulation. 
The pamphlet! is intended to impress on the public 
the importance of early and sustained treatment of 
venereal disease, also to enable the practitioner to 
realise the extent to which the public health depends 
on the thoroughness of his methods of diagnosis and 
treatment, and to indicate when he ought, in the 
interest of his patient, to have recourse to the public 
services provided. We have already* drawn attention 
to this section of the report as a summary of 
the pathology, sociology, symptoms, and successful 
modern treatment of these diseases, which is more 
informative than many large text-books on the subject. 
In a covering letter the Scottish Board of Health 
suggest that local authorities should purchase copies 
of the pamphlet and supply them to their members 
and officers, and also to all practitioners working in 
their areas. In the introduction the pamphlet is 
said to be ‘‘a descriptive summary of the methods 
employed ’”’ which ‘‘ represents the actual practice ”’ 
of the 45 centres now established in Scotland. Those 
who are led to expect an account of the actual methods 
employed at the Scottish centres in diagnosis and 
treatment—if, indeed, they all adopt the same 
routine—and to find material for comparison with 
methods adopted in England will be disappointed. 
While details are omitted, very properly in a pamphlet 
designed for lay as well as medical readers, enough 
information is given to indicate that the practice does 
not differ essentially from that adopted elsewhere in the 
United Kingdom. 





Syphilis. 

Of the 16 paragraphs, filling six pages, devoted to 
syphilis, the first is concerned with a historical 
account of the discoveries of the last 20 years; the 
second to an estimate of the wide diffusion and 
manifestation of the disease. The third brings to 
notice the extreme viability of the spirochete ; trans- 
mission of infection, manifestations, innocent infec- 
tion, other modes of acquiring syphilis, the initial 
lesion, and subsequent stages of syphilis are then 
discussed in turn. Paragraphs follow on the curability 
of the disease and on the importance of early and 
persistent treatment which must be ‘‘ commenced 
with promptitude, pushed with vigour, and con- 
tinued for long.’’ This section is completed by 
brief notes on the use of mercury, bismuth, and 
other drugs, neosalvarsan, treatment and infectivity, 
standard of cure, early diagnosis, and the interpreta- 
tion of the Wassermann test. The standard of cure 
accepted is a persistently negative Wassermann 
reaction in the blood over a period of two years. 


Gonorrhea, 

To gonorrhoea is allotted a little more space, well 
divided into 22 paragraphs. Diffusion and ravages, 
the organism of gonorrhoea, mode of transmission, 
manifestations, and general course are first described. 
A list of complications and sequele follows, also 
warnings as to the dangers of a definite prognosis. 
The general principles of treatment at all stages are 
next dealt with. It is stated categorically that chronic 
gonorrhoea in the male cannot be effectively treated 
without the routine use of the urethroscope, and the 
advantages of irrigation by means of a can and nozzle 
over urethral injections with a syringe are emphasised. 
The standard of cure adopted is as follows :— 

Standard of Cure in Gonorrhea.—A patient who has had 
gonorrhcea should not be regarded as cured (nor should one 
who believes that he may have contracted gonorrhcea be 
assured that he has not) until— 

(a) there is either no discharge from the urethra or only 
an occasional clear mucoid drop which on repeated examina- 
tion is found to be devoid of gonococci ; 

(b) the urine shows an absence of pus or gonococci; the 
latter on repeated examination if threads be present ; 


1 H.M. Stationery Office. 1926. Pp. 24. 2d, 
*THE LANCET, July 17th, p. 134. 














(c) the prostate is healthy—that is to say, there is absence 
of pus and of gonococci on repeated examination of the 
expressed secretion ; 

(d) examination by the urethroscope shows no indication 
of lesion; or, alternatively, no lesions are palpable by 
means of an exploratory bougie ; 

(e) the administration of provocative vaccines gives a 
negative result—namely, no exacerbation (however slight) 
of symptoms ; 

(f) complement-fixation test gives a negative result. 
(Always bearing in mind that a previous administration of 
vaccine will produce a positive result.) 

No standard of cure is suggested for gonorrhoea in 
women, and this in itself is a sign of the chronic and 
intractable nature of the disease when it affects the 
female genital tract. As to its treatment, careful pre- 
liminary swabbing, irrigation of the urethra, douching 
and swabbing of the vagina, local applications to the 
cervical canal and special treatment, by cautery, 
incision, or otherwise, of infected glands and their 
orifices—any or all of these may be necessary. 

Notes on rheumatism and ophthalmia, on gonorrhcea 
in children, and on untreated cases conclude this 
section. Brief accounts of soft chancres and of 
balanitis and warts are included in the pamphlet, 
where a list of V.D. centres in Scotland and certain 
local statistics also find a place. We quote in full a 
paragraph which is more controversial than most, 
entitled 


The Treatment of Venereal Disease by the General 
Practitioner. 

During the last 20 years the diagnosis and treatment of 
syphilis and gonorrhcea have made such rapid progress and 
have indeed been so radically altered that it has been hard, 
if not impossible, for the general practitioner to keep abreast 
of the most recent knowledge and the most approved pro- 
cedure. To a certain extent the specialist in his consulting- 
room or in the venereal diseases clinic, of which 45 have now 
been established in Scotland, has been able to meet the 
difficulty and supply the lack; but it is certain that he has 
not been able to reach more than a substantial proportion 
of all those affected. Adequate treatment will only be 
meted out to those suffering from venereal disease—whether 
man, woman, or child, whether infected by contact or 
congenitally, innocently, or otherwise—when the general 

ractitioner is in a position to supply that need. That will 
come about gradually. Indeed, it has already commenced, 
and will become more general as graduates pass out from 
the medical schools after a training in which clinical study 
of the venereal diseases is an essential part. At present, in 
the transition stage, it is important for each general practi- 
tioner to know what is feasible for him and what not. 
Guided, if need be but not necessarily, by the specialist, 
he can supply the whole treatment of syphilis, provided only 
that he has sufficient skill for intravenous injection or, 
alternatively, uses one of the drugs prepared for intra- 
muscular use, and that he has access to a laboratory for the 
performance of the Wassermann test. With regard to 
gonorrheea it is different. The acquisition of skill in the 
use of the urethroscope, of bougie, sound, and dilator, and 
in the examination of the prostate, is at least in most cases 
beyond the reach of the busy general practitioner. In the 
case of gonorrhcea in the female the treatment is, or at least 
may be, so intricate and so protracted that it is practically 
a matter for the specialist alone. Even in the case of syphilis 
the ideal is for the patient’s medical adviser to be guided, 
and if need be aided by a specialist from time to time. 

Practitioners may not agree with all the state- 
ments in the paragraph quoted. The idea that they 
may properly undertake the treatment of syphilis, 
whereas that of chronic gonorrhoea in men or women 
should be left to the specialist, is the reverse of what 
would have been recommended ten years ago, but it 
is a point of view that has much in its favour. We 
quoted last week (p. 618) a list of services which, in 
the opinion of certain local medical and insurance 
committees in England and Wales, could properly 
be undertaken by a general practitioner of ordinary 
professional competence and skill. ‘‘ The treatment of 
gonorrhcea by irrigation and medicine’’ was included 
among these, whereas ‘‘removal by dissection of 
Bartholin’s gland’’ and ‘‘intravenous administration 
of novarsenobillon’’ were among those considered 
to belong to another category. This and other 





suggestions in the pamphlet make it worthy of study 
by the practitioner as well as by the members of the 
lay public for whom it has been in part compiled. 
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RKebieus and Notices of Books. 


ALLERGIC DISEASES. 
Allergic Diseases. Diagnosis and Treatment of 
Bronchial Asthma, Hay-fever, and other Allergic 
Diseases. By W. StoRM VAN LEEUWEN, M.D., 
Director of the Pharmaco-Therapeutic Institute, 
Leiden, Holland. London: J. B. Lippincott 
Company. 1926. Pp. 142. 18s. 

THOSE who have read Dr. Van Leeuwen’s papers 
will be glad to have an account of his researches 
and present views in book form. To others who 
are not acquainted with his work this book can 
be recommended as presenting probably the soundest 
and most up-to-date account in this language of 
allergic diseases and of asthma in particular. Atten- 
tion may be directed particularly to his account of 
the alteration of purin metabolism in asthmatics 
and to his discussion as to whether allergy, or hyper- 
sensitiveness to foreign substances as it is more 
commonly called in this country, is or is not an 
anaphylactic phenomenon. In previous papers Dr. 
Van Leeuwen has followed Coca in arguing that there 
is very little connexion between the two subjects, 
but as the result of a careful review of recent work 
he now inclines to the belief that anaphylaxis may 
explain most cases of hypersensitiveness, although 
those cases of asthma which have followed immediately 
on a first contact of a child with a specific allergen 
cannot be due to this cause. He describes the 
importance of skin tests, and in particular of his 
human dandruff test, as a means of diagnosing the 
condition of allergy in a patient rather than of 
indicating what is the specific cause of the patient’s 
attacks. His theory of allergic diseases is that in the 
first place the allergen—not necessarily a protein, 
in some cases a drug—must gain entrance to the blood 
either through the skin or mucous membrane. This 
implies increased permeability, since ordinarily the 
organism does not allow such poisonous substances 
to enter. This increased permeability may be due to 
diseases of the skin or mucous membranes, such as 
eczema, coryza, bronchitis, &c., or it may be due to 
the fact that the allergen is combined with an 
irritating substance that injures the epithelium and 
allows it to enter. When the protein substance 
has obtained entrance to the blood stream immunity 
may be gained, or, if continued doses of the allergic 
substance are received, anaphylaxis may result. 

The treatment of asthma is admirably discussed. 
Dr. Van Leeuwen believes that the majority of cases 
are due to substances in the atmosphere, or miasms 
as he calls them, which may be present in one locality 
and notin another ; he‘has treated one case by keeping 
the patient in a miasm-proof chamber by filtering 
the air admitted. He has had successful results 
in other cases, and claims that the method has been 
modified so that it is not unreasonably expensive. 
Further details as to the procedure would have been 
welcome. ee ee 

Asthma: Its Radical Treatment. Second edition. 
By JAMES ADAM, M.A., M.D., C,M., F.R.F.P.S. 
Glasg., Hon. Surgeon, Diseases of the Ear, Nose 
and Throat, Glasgow Royal Infirmary. London : 
Henry Kimpton. 1926. Pp. 224. 12s. 6d. 

IN our present state of knowledge of the pathology 
of asthma its treatment is bound to be largely 
empirical, and it is the various suggestions of the 
author on the subject of treatment, and in particular 
his elaborate dietary given in the first appendix, 
that are the most valuable parts of the book. For 
the rest, the author originally started out, as is clear 
from the introductory chapter, from the thesis that 
asthma is primarily a toxemia which occurs partly 
in the bowel and partly in the tissues from the 
absorption of nitrogenous poisons or from an error 
in nitrogenous metabolism, the result of imperfect 
oxidation. This was evidently his view at the time 
of the first edition of the book, and he seems reluctant 





to depart from it, though it is clear from later 
chapters that he now admits the importance of 
allergy, at any rate in some cases. 

There is something very baffling in the subject 
of asthma, for the views expressed not only as to its 
etiology but as to its treatment, differ so widely. 
For instance, Mr. Adam states that nasal polypi are 
often present in asthma, and that it is in such cases 
that nasal operations are most hopeful, whereas 
another well-known writer maintains that the removal 
of polypi in certain cases makes the asthma worse. 
The clinical part of the book is well written, but 
when the author discusses theory he often becomes 
too hypothetical, as when he suggests that the 
large number of eosinophil cells are present in 
asthma in order to absorb acid, and so preserve 
the alkalinity of the blood. It is a pity that he has 
not given a fuller account of his figures for the analysis 
of blood and urine, as averages are apt not to be 
very convincing to the critical reader, and the same 
is true when the latter reads about the results of 
analysis in ‘‘typical’’ normal and “ typical ”’ 
asthmatic subjects. Such data could quite well be 
put in extenso in an appendix without burdening 
the text with too much detail. 

The book is written almost entirely from one 
point of view. Non-specific therapy is mentioned ; 
but there are no directions as to how it can be carried 
out. 


Hay-fever and Asthma. By Ray M. BALzeart, 
A.M., M.D., Instructor in Medicine, University 
of Oklahoma Medical School ; Consulting Physician 
to St. Anthony Hospital. Philadelphia: F. A. 
Davis Company. 1926. Pp. 198. $2. 

TuIs book is said in its sub-title to be “a practical 
handbook for hay-fever and asthma patients.’ It 
contains a vast amount of information of a popular 
type concerning the various proteins to which such 
patients may be sensitive, but though the author 
mentions the known facts concerning the inborn 
tendencies of these diseases, he fails to bring out the 
importance in treatment. He does not convince us 
that the intensive education of such nervous persons 
in the possible causation of their symptoms may not 
be mischievous rather than helpful. 





PROTOZOOLOGY. 
By C. M. WENyYON, C.M.G., C.B.E., M.B., B.S., 
B.Sc. Lond., Director-in-Chief of the Wellcome 
Bureau of Scientific Research; formerly Proto- 
zoologist to the London School of Tropical 
Medicine. London: Bailli¢re, Tindall and Cox. 
1926. In two volumes. Pp. 1563. 84s. 

THE science of protozoology, on the scale exemplified 
in this work, is of comparatively recent growth. The 
impetus to its development was given by the historic 
researches of the pioneers in tropical medicine a 
quarter of a century ago, but systematic study of 
these lowly organisms has been a matter of gradual 
evolution and has sadly lagged behind the sister 
subject of bacteriology. Even at the present day 
protozoology, owing possibly to the absence of a 
reliable comprehensive treatise, is little but a name 
to many medical graduates, so that the appearance 
of Wenyon’s work is timely. It is an authoritative 
survey by one who has devoted much of his life to 
the study of this rapidly expanding science and sees 
it in admirable perspective. We are not surprised 
to learn that more than six years have been consumed 
in its completion. 

The first volume of some 
with a complete description 
an inclusive exposition of 


778 pages concerns itself 
of the protozoa and with 
the general life-history, 
physiology, and morphology of these organisms. This 
section has undoubted importance from the point of 


view of systematic zoology. Classification is always 
a vexatious subject, but it seems probable that the 
one adopted here may be accepted as a basis for further 
work. A minute description of the various protozoa 
follows, special attention being given, as is their due, 
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to parasitic and coprozoic forms. Free-living forms 
are not, however, neglected. The student of tropical 
medicine will read with especial interest the sections 
devoted to entamcebe and the summary of our 
present knowledge of the trypanosomes of man and 
the lower animals. The second volume contains 
descriptions of the coccidia which are parasitic to 
many forms of life, and the blood protozoa which 
are also included in the class sporozoa; the peculiar 
and pleomorphic malaria-like parasites of man, bats, 
birds, and the higher apes form an attractive subject 
for consideration. The valuable summary on malaria, 
and the detailed information upon the anopheline 
carriers of this disease, deserve mention. Part III. 
in the second volume deals with the spirochetes 
which are here boldly included with the protozoa, 
and, interlopers though they may be, they receive 
generous attention, which, in the lack of a standard 
account of the group, is opportune. Special features 
throughout the work are the quality of plates and 
the space given to technique by a proficient in the 
methods of investigation and culture of the protozoa. 
A list of hosts, vertebrate and invertebrate, is included, 
and the accounts of the historic discoveries in proto- 
zoology appear to be accurate and complete, and 
even the somewhat hackneyed story of the life-cycle 
of the malaria parasite is readable. The text is 
elucidated by 565 illustrations, mostly original and 
good, while of the 20 coloured plates those on the 
blood protozoa merit special praise. Thereis a profuse 
bibliography. 





OTo-RHINO- LARYNGOLOGY. 
Handbuch der Hals- Nasen- Ohren-Heilkunde. 
Edited by A. DENKER and O. KAHLER. Sixth 
volume: Disease of the Ear, I. Berlin: Julius 
Springer; Munich: J. F. Bergmann. 1926. 
Pp. 1274. M.96. 


Tuis is the first of the three volumes on diseases 
of the ear, which form part of Denker and Kahler’s 


large text-book in nine volumes. The first two 
volumes of the five devoted to the mouth and upper 
air passages have already appeared. The present 
issue maintains the high standard which characterised 
each of them. 

The book opens with an account of the compara- 
tive anatomy of the ear, beginning with the static 
organs of invertebrates, and going on to describe 
the hearing apparatus of the vertebrates from cyclo- 
stomes and fishes upwards, and of the middle ear 
from amphibia to mammals. Embryology is next 
discussed and is followed by a chapter on mal- 
formations of the human ear, and this in turn by a 
useful article on applied anatomy and a full descrip- 
tion of the histology of all parts of the ear, and of 
the technique of the examination of these parts. 
The second section of the book is concerned with 
the physiology of the ear; the mechanism of con- 
duction of sound by air and by bone to the inner ear 
is discussed, together with the mode of action of the 
drum and ossicles. Helmholtz’s ‘‘ resonance ’’ theory 
of sound-perception is expounded in detail, and 
Wilkinson’s experiments with a working model are 
mentioned; other theories, such as Wrightson’s, 
are not described. The experimental investigation 
of the functions of the vestibules and semicircular 
canals is dealt with at some length. 

The rest of the volume comes under the heading of 
‘* Pathology and Therapy, General Section.’’ In 
the chapter on etiology the authors discuss the 
relationship of ear disease to the body in general, 
the affections of the ear depending on disease of 
other organs, and also the effects of syphilis, mumps, 
and the infectious diseases in general. Chapters 
follow on general pathology, symptomatology, and 
bacteriology. Some of the subjects here mentioned 
would be more usefully treated under the descrip- 
tions of the particular diseases concerned, and the 
same criticism applies to the final chapter on general 
therapy. The articles on clinical methods of examina- 
tion are excellent; they include the methods of 





testing the vestibular apparatus and a full account of 
nystagmus. Chapters on X ray examination, on 
serological methods, and a very useful one on lumbar 
puncture, which gives a full account of the various 
pathological changes in the cerebro-spinal fluid, 
complete this volume, which, as a general survey, 
prepares the ground admirably for the other two 
volumes which will deal with the special diseases of 
the ear. 


Handbuch der Neurologie des Ohres. Edited by 
Prof. Dr. G. ALEXANDER and Prof. Dr.O. MARBURG. 
Revised by Dr. H. BRUNNER. Vol. III. Berlin 
and Vienna: Urban and Schwarzenberg. 1926. 
Pp. 825. M.60. 

THIS manual on the neurology of the ear is a large 
work produced by the collaboration of no less than 
40 writers. In this, the third, volume widely differing 
subjects are dealt with, which will have a varying 
degree of interest for the surgeon, the oculist, the 
aurist, the neurologist, and the general physician, 
all having as a common factor some connexion with 
the ear. In the first 150 pages Prof. Marburg 
describes those tumours of the brain which come 
into relationship with the cochlear and vestibular 
apparatus—tumours, that is, especially of the cere- 
bellum, cerebello-pontine angle, medulla, and corpora 
quadrigemina. These tumours are of great interest 
to the otologist as well as to the neurologist, and 
their characters and symptomatology are well and 
fully discussed. Prof. Wolfgang Denk follows with a 
lucid account of the operative treatment of tumours 
of the brain; and Dr. M. Sgalitzer with a short 
description of the X ray treatment of diseases of the 
ear and cerebral tumours. The difficult subject 
of muscle tonus and dyskinesia is dealt with by 
Dr. E. Pollak. Other matters discussed in this volume 
include neurotic and hysterical affections of the 
cochlear and vestibular apparatus (in which it could 
be wished that more attention had been paid to the 
practical treatment of tinnitus and vertigo), traumatic 
neuroses of the ear, miners’ nystagmus, sea-sickness, 
and spasmus nutans. Nerve action and nerve 
disturbances in flying men are dealt with by Dr. van 
Wulfften-Palthe, and there is an interesting account 
by Dr. E. A. Spiegel of experiments on the reflex 
effect of labyrinthine stimulation on the pupil, the 
vascular system, the heart, respiratory system, and 
the alimentary tract. Final chapters are on the 
influence of myxcedema and cretinism, and of other 
diseases of internal secretion, on the ear. 

From this short abstract of the contents of one of 
the three volumes, of which this work is composed, 
it will be seen that a great number of conditions 
come under consideration in dealing with the neurology 
of the ear. The book is well produced, well illustrated 
where illustrations are needed, notably in the article 
on tumours ; and the authority of the subject matter 
is sufficiently attested by the names of the writers. 
There is a full table of contents, an index, and an 
alphabetical list of the authorities quoted. 


SURGERY OF THE COLON. 
By F. W. RANKIN, M.D., F.A.C.S. 
New York: 
Pp. 366. 21s. 
In this monograph the author deals exhaustively 
with the surgical conditions of the colon. Whilst basing 
his statements upon the writings of others rather than 
upon his own personal experience he has succeeded in 
presenting clearly the views generally held by surgeons 
who have made this field a special study. The most 
valuable section of the book is that devoted to carci- 
noma and especially to the technical details of its 
surgical treatment. The last are thoroughly up to date 
and include several of the most modern methods of 
aseptic resection. Illustrations here reach a high 
level. Each section is accompanied by full statistics 
and bibliography, and the volume presents in a con- 
venient form a vast amount of information on its 
subject. 


London and 
D. Appleton and Company. 1926. 
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IMPERIAL SOCIAL HYGIENE CONGRESS. 


Published by the British Social Hygiene Council, 
Inc., Carteret House, Carteret-street, London, S.W. 
1926. Pp. 300. 4s. 

THE proceedings at the Imperial Social Hygiene 
Congress, held at the British Empire Exhibition in 
October of last year, have now been published by 
the British Social Hygiene Council, and the volume 
contains a collection of facts and experiences presented 
by doctors, administrators, and social workers from 
all parts of the Empire in connexion with the various 
problems of venereal disease and social hygiene as 
they arise at home and overseas. The Congress gave 
an excellent opportunity, as could be gathered from 
the reports published at the time, for the interchange 
of opinion on many poignant matters, and Mr. Amery, 
with whose opening address to the Congress the 
volume starts, deals with the imperial aspect of 
social hygiene, will find all medical men in agreement 
with his pronouncement that the administration of 
the empire as a whole, as well as the administration 
of this country, must be based on a sound health 
policy. The addresses of delegates from the Crown 
Colonies, the Irish Free State, South Africa, New 
Zealand, Newfoundland, and India echo the same 
message, and prove that on fundamental questions 
of sanitation and prevention of disease our Colonial 
Office will have the various populations under their 
charge as supporters of hygienic reform. 

The volume contains important contributions, 
written out of practical experience, upon the position 
of the Army and Navy and mercantile marine with 
regard to venereal diseases, and upon the vast and 
various difficulties incurred in the treatment of venereal 
disease in India. The problems in the Colonies, 
Protectorates, and Mandated Territories are mentioned 
cursorily, but many of the notes here, while they make 
terrible reading, prove that not only is the public 
conscience awakened all over the world, but that 
many sinister foci of disease have been detected and 
dealt with. Sir Kingsley Wood, Parliamentary 
Secretary to the Ministry of Health, reviews the 
,osition with regard to venereal disease in Great 
Britain as well as in the self-governing Dominions, 
and is excellently supplemented in an exposition from 
Colonel L. W. Harrison of what has been done in 
England and Wales during the nine years which have 
elapsed since the V.D. scheme was set up. The 
effect of recent activities on the condition of affairs 
as disclosed by the report of the Royal Commission 
is remarkable, and no less remarkable are the lessons 
to be learnt from a study of the working of the scheme. 
All medical men should read the debate on the 
position of venereal disease in Great Britain and the 
self-governing Dominions, when Sir Kingsley Wood 
was able to argue that between 1920 and 1924 there 
had been a fall of nearly 50 per cent. of new cases 
of syphilis and of some 22 per cent. of new cases of 
gonorrhcea. Colonel Harrison showed that the cost 
of the venereal disease scheme amounted to about 
24d. per head of the population. 





TROPICAL EQUIPMENT. 
Hints on Equipment and Health for Intending 
Residents in the Tropics. By J. BALFouR KIRK, 
M.B., Ch.B. Edin., D.P.H. Oxf., D.T.M. & H. Eng. 
London: Bailliére, Tindall and Cox. 1926. 
Pp. 120. 3s. 6d. 

In the form of a series of letters, written in colloquial 
style to fictitious characters of differing age and sex 
who contemplate visiting the tropics, Dr. Balfour 
Kirk has effectively outlined the chief dangers to 
health that may be encountered. The modest volume 
contains sound advice, and its 18 chapters are worthy 
of detailed study. The subject matter covers the 
necessity of the preliminary medical examination 
and inoculations, the details of outfit, head covering, 
underwear, and special items of clothing to protect 
against mosquito infection. Personal hygiene, dietary, 
and the abuse of alcoholic liquors are discussed, as 





> 


are also the best means for maintaining health by 
regular exercise, rest, and recreation, and for securing 
a comparatively cool house in hot weather. Advice 
on the prevention of malaria, and also of what are 
termed the filth diseases—namely, cholera, dysenteries, 
and the enterica—includes descriptions of the measures 
to combat the vectors, such as mosquitoes, flies, 
ants, cockroaches, and of the best methods for the 
disposal of excreta. The information relating to 
tropical parasites might well have been somewhat 
amplified, and in a future edition a chapter embodying 
the experience of the author as to the types of 
individual who should or should not entertain resi- 
dence in the tropics would be of value. Some 
physicians still advise those suffering from tuber- 
culosis to visit or live in the tropics without qualifying 
the advice; the subject of tuberculosis in tropical 
regions is one which merits discussion. 

This little book contains sound advice on many 
= not always considered in more ambitious 
works. 








Hew Inbentions. 


A NEW TRACHEOTOMY TUBE. 

In THE LANCET of Sept. 10th, 1921, I described a 
tracheotomy tube devised on the model suggested 
by Rushton Parker, but with certain modifications, 
with a view to (a) facilitating cleaning, (b) permitting 
breathing during introduction with pilot in situ, 
(c) ensuring the retention of the tube in the case of 
patients with fat necks. I found in use that there 
were still one or two points which were capable of 
improvement, and I have therefore modified the design 
as shown in the illustration. One modification has 
been made to overcome the difficulty of the shield 


being in the way while the tube is being put into the 
incision in the trachea, and also the slight trouble 
experienced of getting the dressing under the shield. 
With the new tube the dressing can be put round the 
tube when it is in situ, and the shield is afterwards 
fastened on to the tube by a quarter rotation and then 
tied round the neck. The inner tube has no rotating 
catch to hold it, but has a small bead on one side 
which, catching into a hole in the outer tube, prevents 
it being coughed out. The pilot is in the same form 
as in the original model—i.e., made so that the patient 
can breathe through the tube while it is in place, but 
a clip has been added which positively holds the tube. 
This clip can be released by depressing the handle of 
the clip. It has been found, as a matter of practical 
experience with tracheotomy tubes, that when in 
frequent use the pilots become loose and the tubes 
have the tendency to drop off during introduction, 
but the addition of the clip above mentioned will 
prevent this trouble. The whole tube has been 
designed in such a way as to be as simple as possible 
and to be easily kept clean. The new tube is not 
intended entirely to replace the old one, but it will, 
I think, recommend itself to those surgeons who have 
these instruments in frequent use. 

The manufacturers are Messrs. Down Bros., Ltd., 
21 and 23, St. Thomas’s-street, London, S.E. 1. 


A. CUBLEY, M.R.C.S., L.R.C.P. Lond. 
North-Eastern Hospital, Tottenham. 
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Cibalgin).— Boxes of 5, 20 and 100 
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THIS PURE AUSTRALIAN WINE was introduced 
in 1871, it has been highly recommended by the Medical 
Profession in all cases where strength and nerve force have 
required building up. In anemia, debility, neurasthenia 
and in convalescence after any illness, this full-bodied, 
generous wine, palatable as well as health producing, has 
proved itself the finest of all natural stimulants. 
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Pitibulin 
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BRAND 


Post Pituitary Extract 


Specially prepared for Hypodermic 
and Intramuscular Injection. 
‘Pitibulin’ Preparations are physiologically 
tested and standardised by the most approved 
methods, and may be relied upon fer purity, 
constancy, activity and asepsis. 


Now issued in two strengths. 


‘ Pitibulin’ Obstetric 
A 10 per cent. standardised extract of 
infundibular substance as recommended 
by the Medical Research Council for 
obstetrical and general purposes. Given 
intramuscularly, “ Pitibulin” Obstetric is 
invaluable for promoting uterine contraction 
in the second stage of labour and after 
delivery ; also for the prevention of post- 
partum hemorrhage. 
Preparations: 


*Azoule’ ‘Pitibulin’ Obstetric— and 1 c.c. in each. 
In boxes of 6 and 12. 


*Pitibulin’ with Adrenin—}+ c.c. with gr. ads. 
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lapse. In very urgent cases it may 
administered per rectum or intravenously 
diluted with normal saline. 
Preparations: 
“Azoule’ ‘ Pitibulin’ Surgical—} and 1 c.c. in each. 
In boxes of 6 and 12. 


Leaflet ot xing further particulars 
be sent on request. 





Falyglandin 


Pluriglandular Extract of Thyroid, 
Pituitary, Ovary and Testis, 
made by Allen & Hanburys Ltd. 


A synergist of proved value in 
disorders of the sympathetic ner- 
vous system, sex neuroses, senility 
and asthenic conditions generally. 


It is now recognised that the functions of 
each endocrinic organ are plural rather 
than singular, and that the functions of the 
various secretory organs are interdependent 
in action ; further, that normal metabolism 
depends upon the hormone balance being 
maintained. Treatment by pluriglandular 
extracts favours general secretory activity ; 
many cases of apparently monoglandular 
deficiency benefit more by this treatment 
than by the administration of the extract 
from one sort of gland. ‘ Polyglandin’ is a 
pluriglandular extract of proved efficacy. 
It enhances muscular, mental and nervous 
activity, promotes the elimination of toxins 
and is a general stimulant to the cardio- 
vascular system. 
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+ gr. Thyroid Gland, 
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10 grains of fresh glands (including 1 grain 
Thyroid Gland). 
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THE PHYSIOLOGY OF POSTURE. 

THe Cameron Prize Lectures delivered at the 
University of Edinburgh this year by Prof. Rupo_ru 
MaGnus, of Utrecht, and published in the two last 
issues of THE LANCET, embody much that has already 
been made familiar to physiologists and clinicians 
in the pages of his fine volume, ‘ Kérperstellung.” 
So complex are the physiological mechanisms impli- 
cated in the adoption and maintenance of body 
posture, so manifold and varied the reactions and 
inter-reactions of reflex arcs and somatic segments 
and parts of segments, that it is difficult for the 
newcomer to the subject to grasp the main principles 
amid a multiplicity of instances. In the Cameron 
Lectures Prof. MAGNus has succeeded in the arduous 
task of concise yet sufficient exposition, avoiding the 
extremes alike of needless detail and of unsatisfying 
generalisation. If he does not in so many words draw 
conclusions which can be understood by all it is 
at the same time impossible to read these lucidly 
expressed lectures without gaining some knowledge 
of the general schemes whereby posture is regulated. 
Perhaps the student should first of all impress himself 
with the significance of the fact that in all of the 
experimental animals, of varying race and species, 
utilised for the purpose of posture investigation, the 
cerebral cortex is excluded—that is to say, the lecturer 
has obtained postural reactions of every conceivable 


kind in animals in which, according to all physiological 


evidence, volitional activity is literally nil. The 
highest type of experimental animal, the so-called 
‘thalamus animal’ (cerebral cortex, pyramidal 
tracts, and corpora striata being out of action) 
presents little, if any, recognisable differences from 
the intact animal when at rest; it appears quite at 
its ease; its attitudes and movements are not stiff 
or caricatured ; but none the less it is no more than 
a physiological preparation, in the sense that its 
reactions are inevitable and systematised, and cannot 
be modified by volition. In such ‘ thalamus 
animals,” as well, of course, as in others where a 
greater degree of physiological severance has been 
effected, attitudes and postures can be elicited and 
sustained which have all the outward appearance of 
being smoothly produced—of being, so to say, normally 
developed—yet they are genuinely reflex, involuntary, 
automatic. These postures are just such as the 
intact animal exhibits, and Prof. MAGNUS says it is 
interesting and instructive to observe their develop- 
ment and adoption in “ordinary” animals, the 
inference being that a large part of the motor activities 
of the latter is volitional only in appearance and is 
as a fact determined in a purely reflex fashion. 

It would serve no useful purpose to attempt to 
summarise the long series of postural reactions 
discovered by Prof. MaGcnus and his collaborators, 
but some general considerations may be alluded to. 
When an animal is standing its position is maintained 
by no expenditure of voluntary effort, but is reflexly 
brought about by the effect of stimuli from internal 
structures, mainly the muscles concerned (proprio- 
ceptive stimuli), and from external structures—e.g., 
the pads of the feet (exteroceptive stimuli). By means 
of what are called myotatic or stretching reflexes one 
muscle group so influences its neighbours and opposing 





groups that a limb is transformed from a mobile 
unit to a fixed muscular pillar for the purpose of 
sustaining body-weight ; all is performed reflexly and 
automatically, and there can be little doubt that in 
man, analogously, the fixation of a limb, as in skating 
on the outside edge, follows reflex lines and does 
not entail the application of a stream of volitional 
impulses to the muscular groups concerned. When, 
again, an animal’s equilibrium is upset it “ rights ”’ 
itself, a phenomenon that can readily be demonstrated 
in respect of the head only, or of the body, or of both 
of these, and this faculty of “ righting ” 
be of the nature of a purely reflex thing. 
end-organs concerned and the afferent paths and 
centres in the neuraxis are known. Thus when an 
animal is put on its side it will bring its head into the 
normal position; when the position of its head is 
altered movements of.the body and limbs ensue, and 
so forth. No less than five sets of reflexes have been 
distinguished and separately studied, each one of 
which contributes its quota to the elaboration of the 
“righting”? act. It is a fascinating study, this 
physiological dissection of the functions of the eyes, 
labyrinths, otoliths, neck tissues, and lateral end. 
organs of the body, in regard to the specific contribu- 
tion each makes to the re-attaining of normal postures 
when such are disturbed. Prof. MaGnus has begun 
by investigation of the reflexes of the spinal animal, 
then of the mid-brain animal, then of the thalamus 
animal, and by comparison of the additional reflex 
reactions obtainable in each of these successively 
more elaborate preparations he has been enabled to 
localise the neural centres, and, indeed, the exact 
anatomical units, for many of the postural activities 
involved. It would be almost impertinent to praise 
the infinite attention to detail, amounting to genius, 
which has resulted in this vast gain in precision and 
exactitude as far as our knowledge of the function of 
long familiar anatomical structures is concerned. 

The lecturer does not, perhaps, take his reader 
far along the path toward the logical conclusion of 
these innumerable experiments, although an adumbra- 
tion of the end to which they lead is clearly in his 
mind. We are told that 20 years have been devoted 
with success to research on the phenomena provided 
by the decerebrate animal (mid-brain level), and that 
the task of the immediate future is to investigate 
those of the thalamus animal with similar care. The 
result of the former has been to demonstrate beyond 
eavil that attitudinal as well as “ righting’ reactions 
are purely involuntary ; in other words, much of what 
has hitherto seemed to be deliberate and volitional in 
respect of the animal’s motor activity is shown to 
have another basis, and there is no sufficient reason 
to hesitate to apply the same conclusion to that of man. 
Subcortical mechanisms furnish for each new cortical 
action, without previous voluntary effort, ‘‘ normal 
starting positions,’ says Prof. MaGNus. If this is true in 
respect of the unrolling of potentialities of the mesen- 
cephalic animal, how much more that is commonly 
thought to be voluntary may not in the event be shown 
to be a property of the thalamus animal, whose 
cerebral cortex is out of action but which is in many 
ways seemingly “‘ normal’? We must, naturally, be 
content with present progress, and not allow specula- 
tion to outrun the patient acquisition of data, but it 
is permissible to suppose, from what Prof. MAGNus 
has already established, that volition may be 
eventually driven to the highest transcortical levels, 
and that a part at least of cortical activity may be 
shown to be of an involuntary character. To this 
conclusion certain lines of evidence, derived from the 
study of human cases, most certainly point. 


is proved to 
The sensory 
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MATERNAL MORTALITY IN THE UNITED 
STATES. 


In an article which we publish at the front of this 
issue, Dr. G, W. THEOBALD, who now occupies the 
Chair of Obstetrics in the Siamese capital, gives a 
disquieting account of the practice of midwifery in 
England and Wales as he saw it. We at home may 
take what consolation we can, after admitting the 
shrewdness of his criticisms, from the knowledge 
that the same problems, producing similar conditions, 
are being faced abroad. This will be gathered from a 
valuable report on maternal mortality and morbidity 
recently issued by the Children’s Bureau of the 
Federal Government of the United States.1 This 
report is the work of Mr. R. M. Woopsury, Ph.D., 
formerly director of statistical research in the Bureau. 
Regulations as to licensing of both doctors and 
midwives vary greatly in different parts of the 
country, and apart from the large centres of popula- 
tion there appears to be little supervision of the 
midwives’ work ; in one New England State midwives 
are not recognised by law. The great value of 
Dr. Woopsury’s report is that it puts before the 
Federal Government, the Governments of the 
48 States, and the American people, the immensity 
of the problem with which they have to deal. The 
report does not contain definite recommendations 
for legislation, probably because in the United States 
there are always two Governments to be considered— 
the Federal Government and the Government of 
each of the 48 States. In 1921 the registration area 
of the U.S.A. covered 38 of these States, and included 
82-2 per cent. of the total population. Dr. WoopBuRY 
shows that even in the States included in this area 
there is a want of completeness in the registration 
of births and deaths, and there is little informa- 


tion forthcoming about midwives and their work. 
Maternal mortality from childbirth in the United 
States, he affirms, is the highest in the civilised 


world. In the table given in the report Chili comes 
second, New Zealand third, and Belgium fourth, the 
countries with the lowest mortalities being Denmark, 
the Netherlands, and Norway. There is nothing 
encouraging in the figures which show the trend of 
the mortality during the present century, for although 
there is a considerable decline in the death-rate from 
puerperal septicemia, this is almost balanced by an 
increase in the death-rate from other puerperal 
causes. Analysis of the maternal deaths during the 
period shows that two-fifths were due to sepsis and 
about one-quarter to toxemias. Dr. WoopsBury 
believes that with a rigorously aseptic technique 
almost all deaths from sepsis could be prevented, 
and that with adequate antenatal care deaths from 
toxemia might be practically eliminated. Such 
antenatal care as is given is provided largely through 
hospitals in the large centres of population. From 
the point of view of public health work, he considers, 
the problem of preventing puerperal mortality 
involves not only such general control over the 
licensing of doctors and midwives as shall ensure 
that they are properly trained, but also the provision 
of facilities for giving skilled medical attention and 
care to every woman who needs it. This medical 
attention must be available during the antenatal, the 
natal, and the postnatal periods, and the mothers 
must be educated to demand competent medical 
supervision during pregnancy. The Government, 
whether Federal or State, has four duties to perform 





1 Maternal Mortality. By R. M. Woodbury, Ph.D. Publica- 
tion No. 158. Issued by Children’s Bureau of U.S. Department 
of Labour, from which single copies may be had free of charge. 


in order that motherhood shall be protected: (1) 
regulation of obstetrical practice ; (2) licensing and 
inspection of public and private hospitals and 
maternity hospitals; (3) social hygiene legislation 
and the control of venereal diseases, and (4) notifica- 
tion of puerperal septicemia. These matters are 
dealt with in different ways by the various States, 
but the Federal Government is in a position to grant 
subsidies for the promotion of maternity and child 
welfare to any State which will accept the Sheppard- 
Towner Act. This Act, which has now been accepted 
by 43 of the States, provides that no part of the 
Federal subsidies may be used for the purchase, 
rental, or maintenance of hospitals or other buildings, 
or for the payment of maternity allowances. The 
intention of the Act is therefore especially to stimu- 
late the appropriate State agencies to undertake 
educational work. One of the noteworthy differences 
between the problem as it presents itself in the 
United States and in Great Britain is the small part 
as yet played in America by the midwives; in a 
large number of States the physicians attend 80 or 
90 per cent. of the registered births. The question 
of colour and nationality of the mother is considered 
in the report, and it is pointed out, for example, 
that the Italian mothers usually prefer midwives, 
and that the coloured women have a heavier puer- 
peral mortality, probably because they receive 
poorer medical and midwifery service. Where a 
distinction is made between the attendance on white 
or coloured population in the various States there is 
a marked difference. Thus in North Carolina 82-2 per 
cent. of the white mothers were attended by a doctor 
and only 26-5 of the coloured. Again, in Washington 
State only 1-4 per cent. of white mothers were not 
attended by physicians as compared with 73-7 per 
cent. of Japanese, 43-5 of Indians, and 14-9 of the 
other coloured women. As is pointed out, however, 
the attendance of a physician does not necessarily 
ensure the best care, nor does that of a midwife 
necessarily mean the poorest ; much depends on the 
qualifications and training of the particular physician 
or midwife. A table dealing with the maternal 
mortality in 22 States in the birth-registration area 
during 1919 gives the adjusted rate for the whole 
area as 7-7 per 1000 births; while the State rates 
vary from 11-7, 10-4, 9-9, and 9-5 in South Carolina, 
North Carolina, Oregon, and the district of Columbia, 
to 6-9, 6-7, 6-1, and 4-8 in Pennsylvania, Connecticut, 
Kentucky, and Wisconsin. Dr. WoopBury estimates 
that the problem concerns the deaths of 20,000 
mothers in the United States annually, and also 
affects the occurrence of 100,000 still-births and of 
100,000 deaths of infants under the age of 1 month. 


<i> 
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STREPTOCOCCAL TOXIN. 


Ir is generally admitted that the results of the 
treatment of streptococcal infections by means of 
such antisera as are now available is as a rule very 
disappointing. Why this should be so has until 
recently remained something of a mystery. The 
explanation seems to have been provided by the 
work of the Dicks in America upon the streptococcus 
associated with scarlet fever. Whether or not the 
streptococcus isolated by these workers is the original 
and only begetter of the disease still awaits con- 
clusive proof, but quite apart from this the researches 
of the Dicks resulted in the disclosure of one fact of 
supreme importance. They were able to obtain the 
toxin of their organisms in such a state that by the 
injection of it into animals they could produce 
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a powerful antistreptococcal serum. Of the efficacy 
of the antiserum produced by the Dicks there can 
be no doubt. Its capacity for neutralising doses of 
toxin injected into the human skin, of blanching the 
scarlatinal rash, and finally the results following its 
use in clinical scarlet fever all demonstrate that it is 
an agent of the same class as diphtheria antitoxin. 
The point of importance about this serum is that it is 
actually antitoxic and not anticoccal—that is to say, 
it is of the same nature as all the successful sera 
of which those used against diphtheria, tetanus, and 
gas gangrene are the best examples. 

It has long been recognised that the streptococci 
produce a powerful toxin. Thus it is an old observa- 
tion that the serum obtained from the area of @dema 
around a cellulitis is sterile. None the less, the 
invasive power of the streptococcus has to some 
extent obscured its action as a toxin producer. The 
preparation of a powerful antitoxin for therapeutic 
use has up to the present been successful only in the 
case of those organisms such as the C. diphtherie and 
the B. tetani whose invasive powers are so limited 
that in practice it is possible almost to ignore the 
focus of infection and to concentrate upon combating 
the generalised toxemia. The invasive power of the 
streptococcus is great, but it is probable that extensive 
invasion only occurs when the way is prepared by the 
action of the toxin. The work of the Dicks, and 
much which has followed upon it, seem to indicate 
that the greater part of the tissue damage done by 
streptococcal infections is wrought by the toxin 
and does not follow upon the invasive power of the 
organism. Given an efficient antitoxin it may be 
possible by neutralisation to prevent this toxic 
damage and by so doing actually to limit the spread 
of the organism. Up to the present the only definitely 
antitoxic streptococcal serum that has been produced 
is that against the S. scarlatine of the Dicks. It is 
still doubtful how far this may be active against 
other strains of streptococci. In other words, the 
antigenic grouping of the streptococci is still more or 
less unknown. Many workers are engaged upon this 
problem at the moment, but from its complexity 
and the elaborate nature of the researches involved 
progress must necessarily be slow. 

A valuable contribution to the subject is made by 
Sir FREDERICK ANDREWES in the September number 
of St. Bartholomew's Hospital Journal. Messrs. 
BurroucHs and WELLCOME produced for Prof. 
ANDREWES toxins from two strains of hemolytic 
streptococci, one obtained from a severe but not 
fatal infection in a nurse, the other being the organism 
responsible for the death of the late Dr. Swayn, 
which was one of the recent calamitous series following 
upon post-mortem infections among pathological 
workers in this country. Using these two toxins and 
a third American strain isolated from a case of 
erysipelas by Dr. K. E. BrrknavuG, Prof. ANDREWES 
endeavoured to ascertain by their action upon the 
skins of normal persons whether or not they all fell 
into the same group. Did they all fall into the same 
group it is obvious that their actions upon the skins 
of normal persons should all be the same. This 
was found not to be the case. Some persons responded 
to one, some to another, some to two out of three 
only, some to none, and so forth. Of 48 persons 
tested only 26 gave the same reaction with all three 
toxins. This would seem to indicate that the toxins 
of the hemolytic streptococci differ in their antigenic 
quality. This must obviously complicate the problem 
of the preparation of an efficient antiserum ; the next 
step, and it may be a very long and difficult one, is to 
identify the commonly infecting strains of the hemo- 





lytic streptococci. Once this has been achieved the 
preparation of an efficient antiserum should not 
prove a difficult matter. The whole of this work is 
of surpassing interest and importance. The toll 
which the streptococcus levels upon society is only 
too well recognised by the public, lay and medical 
alike. There are few laymen who have not in their 
own experience known of some severe, 
possibly fatal, “blood poisoning” following upon 
apparently trivial injury, and a monument in West- 
minster Abbey commemorates the lady-in-waiting to 
Queen ELIzABETH who died after pricking her finger 
with her needle. Among doctors there can be few 
who have not frequently but vainly longed for some 
potent weapon against the streptococcus. That 
weapon is not yet to hand, but it seems that it is 
in the forging. 


cases of 





Annotations. 


“Ne quid nimis.” 


RHEUMATIC DISEASE IN CHILDHOOD. 


DURING the past year several investigations into 
the environment of cases of rheumatic heart disease 
in children have been carried out by members of 
the school medical service in different parts of the 
country. From his study of conditions in Bristol 
Dr. J. Morrison concludes that rheumatic heart 
disease in its origin is essentially a disease of the 
elementary school-child, and although he finds no 
absolute connexion between rheumatic heart disease 
and poverty—the poorest of the poor are not the 
class most affected—the disease thrives where social 
and environmental conditions are worst. Most of 
the cases he investigated showed a family predis- 
position to rheumatism. Chronic damp also appears 
to be of moment, probably in the direction of lowering 
the resistance of the body in general to disease. 
When the situation of heart cases is plotted out on 
a map of Bristol, they are seen to cluster around the 
many waters, opened and covered in, with which the 
centre of the city is inter-penetrated. But a little 
further consideration shows that these areas are, from 
developmental and economic reasons, also the areas 
where the population is most dense and housing 
conditions least satisfactory. In London, too, 
children suffering from rheumatic heart disease are 
not distributed uniformly over the county area, but 
as Dr. Jean Shrubsall found many years ago, 
there are definite aggregations of cases along the 
lines of alluvial valleys marking the ancient courses of 
rivers such as the Hole Bourne or Fleet, the West 
Bourne, the Bridge Creek (Notting Dale), the Wandle, 
and the Effra. This inquiry has been repeated during 
the past year by Dr. F. C. Shrubsall, whose 
diagram largely confirms the previous findings. The 
majority of rheumatic cases are found in the lower- 
lying districts near the Thames, where there is a 
densely populated area, particularly in the neighbour- 
hood of the Neckinger in Bermondsey and Rother- 
hithe. Dr. R. H. Vercoe’s analysis of etiological 
factors in Chelmsford is of special value because he 
has used controls in each case. His report appears 
substantially on p. 669 of our present issue. Dr. 
Vercoe finds heredity to be the most important 
factor, with dampness following closely on _ it. 
Malnutrition as judged by height and weight and 
poor home conditions showed no definite relation to 
rheumatism. The same applied to septic teeth and 
enlarged tonsils. These conclusions differ somewhat 
from those of other investigators, and the explanation 
may be partly due to inclusion of many less severe 
cases. In the Birmingham Medical Review last 
month Dr. A. P. Thomson gives an_ interest- 
ing spot-map of the distribution of cases in 
Birmingham, which closely resembles that seen in 
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London. He also states that rheumatism is not 
closely related to slum conditions. He is an advo- 
cate of tonsillectomy, done under ideal conditions, 
believing that this operation reduces the severity of 
rheumatism and limits the heart involvement. Dr. 
Reginald Miller, on the other hand, in his report 
to the Science Committee of the British Medical 
Association, regards the effect of tonsillectomy as 
the removal of one factor predisposing to rheumatism 
and its routine performance as premature. His 
statement that in London rheumatism is a disease of 
hospital rather than of private practice—far more so 
than, for instance, pulmonary tuberculosis—deserves 
very close thought. For if we can ascertain why the 
infection is so common in the elementary schools and 
so rare in the preparatory and public schools, we 
should have gained a key position in our fight against 
the disease. In the same report Dr. Carey Coombs 
and Dr. F. J. Poynton claim that there is no rival 
to the streptococcic theory of acute rheumatism, 
although there are certain difficulties which call 
urgently for a more extended inquiry by experienced 
bacteriologists. It is abundantly clear that the need 
of rheumatic children for prolonged care is as yet 
imperfectly realised in this country. Rheumatism, 
with its trail of death, maimed lives, and economic 
loss, is an insidious scourge which demands a concerted 
effort for its removal. 


MENDELIAN VARIATION IN BACTERIA. 


IN two papers in the current number of the Journal 
of Hygiene (vol. xxv., pp. 237, 333) Dr. F. H. Stewart, 
working at the Staffordshire Asylum at Cheddleton, 
returns to the study of the variations in the power 
to ferment sugars which may be observed to arise, 
and may be deliberately induced, in various members 
of the colon-typhoid group of bacteria. The brand of 
Bacillus neapolitanus which is known as colon mutabile 
does not ordinarily ferment lactose, and if it is plated 
out on neutral red agar containing lactose the colonies 
are white. Usually, however, after a while little red 
papille form in the centres of the colonies, and if 
these papille are plated out on to the same agar some 
colonies come up red and some white. The red 
colonies breed true and in the same environment 
always produce red colonies; the white colonies 
continue to produce red papilla, which yield a mixture 
of red and white colonies. The corresponding pheno- 
mena are also seen if dulcite or cane sugar is substi- 
tuted for lactose. And in general terms it is true, 
as Twort showed many years ago, that a bacillus can 
acquire the capacity of demonstrably fermenting a 
sugar by being grown in the presence of that sugar 
for a longer or shorter time ; some organisms do it 
much more readily than others; some organisms 
apparently do not do it at all. The facts are obviously 
of great interest, both for the epidemiologist and the 
general biologist. Their interpretation is difficult and 
they have been discussed as examples of mutations, 
adaptive variations, acquired heritable characters, or 
possibly simple selection. Dr. Stewart gives another 
explanation which we believe no one has had the 
courage to put forward seriously before, though 
many workers must have thought of the possibility 
and wondered if it was capable of demonstration. 
The changes in fermentative power which occur 
occasionally and casually (as in the paracolon race of 
B. neapolitanus) he regards as mutations in De Vries’s 
sense. But where, as in the mutabile race, the change 
takes place regularly and uniformly, he takes it to be 
a straightforward segregation of Mendelian factors. 
Mutabile is heterozygous, non-fermentation of lactose 
—i.e., white colonies—being dominant; it has the 
formula liFF, where F is the factor for the fermenta- 
tion of lactose, I a factor which inhibits F, and i the 
absence of I. On ordinary media this goes on without 
change ; in media containing lactose some of the 
descendants lose I and with a formula iiFF are able 
to ferment lactose and grow as red colonies; others 
continue as IiFF, while the pure dominant homo- 
zygotes IIFF fail to grow in competition with the 





other forms. Dr. Stewart explains in the same way 
the appearance of other variations in fermentation 
and of the capsulated forms which often are more 
virulent than normal, and in his second paper draws 
an analogy between the inhibiting factor and an 
internal secretion. 

There are many difficulties in accepting his view 
of the facts. We do not know whether bacteria 
have a sexual cycle or not, and we cannot (or 
do not) trace the descendants of individuals. The 
further knowledge of reproduction in the higher 
fungi progresses, the more likely does it seem that 
bacteria will ultimately be found to have some 
method of reproduction equivalent to a sexual process, 
and that the products of such a process may exhibit 
segregation of characters. But at present nothing 
certain can be based on any such expectations. And 
while Dr. Stewart’s explanation will, as he says, fit 
his facts fairly well, it is equally true that any set of 
genetical facts can be explained by a sufficient 
number of assumptions in respect of environmental 
inhibiting and lethal factors and variable dominance. 
These assumptions he makes very freely. For each 
of them there are established analogies, but the theory 
as a whole rests on a slender basis. It postulates 
somatic segregation (as in the derivation of the 
nectarine from the peach), the production of recessive 
mutations by environment (as in Harrison’s melanic 
moths) of a kind which are adapted to the environment 
and non-viable dominants (as in yellow mice); it is 
also necessary to assume non-viable recessives (for 
which there are many analogies) if mutabile on 
ordinary media is really a heterozygote. On such 
terms it is possible to explain almost anything. 
Technically, such experiments ought to begin with a 
single cell isolated with all the certainty which is 
available. Dr. Stewart seems to have taken no 


particular precautions about the purity of his cultures. 


THE CONSTRUCTION OF HOSPITALS. 


So many hospitals are being rebuilt, enlarged, or 
remodelled, and so Many new ones are projected, 
that the Memorandum on the Construction of Volun- 
tary Hospitals which has just been issued by the 
Voluntary Hospitals Commission (H.M. Stationery 
Office, 2d.) will serve an exceedingly useful purpose. 
Hospital architecture, like most other things connected 
with hospitals, is in a difficult stage of transition. 
Most human affairs generally are in this stage, though 
mankind is often unwilling to recognise that the law 
of its being is opposed to the static condition. 
How little likelihood there is of standing still where 
hospitals are concerned is brought home to us, almost 
alarmingly, by the Voluntary Hospitals Commission’s 
definition of a permanent hospital as ‘‘a building 
expected to be required for 25 or 30 years.’’ When 
we regard the age of a very large proportion of hospital 
buildings, the phrase suggests either that the Com- 
mission is a very advanced and enlightened body or 
that the country is very backward in its theories and 
practice. The latter is, undoubtedly, the real situation, 
though it must be remembered that what we may 
call the true hospital creed is not much more than ten 
or a dozen years old. The Great War, and all that 
flowed from it, the rapidity of the growth of the 
hospital idea, the astonishing progress in the scientific 
study of disease, and especially in the means and 
methods of preventing it, have combined radically to 
alter the public conception of the place of the hospital 
in modern life. The consequence is not only that 
most hospitals have become too small for the demands 
upon them, but that many are so constructed, 
arranged, and equipped that they are incapable of 
meeting requirements that are constantly growing 
more numerous and more complex. During the 
next decade or two, therefore, there must necessarily 
be vigorous activity in the erection of. new buildings 
and the costly improvement of old ones. It will often 
be relatively as cheap, when all aspects of the subject 
are considered, to build afresh and on a new site as 
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to tinker, perhaps even then without safeguarding 
the future. This Memorandum, though necessarily 
suggestive and tentative rather than axiomatic, con- 
tains abundant material for forming a judgment upon 
what should be done in a particular case. It shows the 
importance of such matters as situation, aspect, area, 
accessibility, the nature of the soil, and other con- 
siderations which were often airily disregarded by the 
old hospital builders. The danger of being hemmed 
in or of the creation of factories in the immediate 
vicinity has to be guarded against. The buildings 
must be so disposed that the wards and service 
departments will obtain every possible ray of sunshine. 
The comfort and convenience of the staff, from the 
medical officers to the scullery maids, are, in their way, 
not less important than the most effective disposition 
of the wards. The saving of time and trouble are 
of cardinal moment in a hospital. Without pretending 
to be detailed or exhaustive the Memorandum is 
sufficiently specific upon important practical points, 
such as the size and height of wards, the nature of 
walls and floors, and the width of stairs, as to afford 
an a!most indispensable guide to those who are 
responsible for the plans of new hospital buildings. 
The Commission’s hints, suggestions, and recommenda- 
tions embody the fruits of recent experience in a simple 
and accessible form, and among those recommenda- 
tions will be noticed a decided preference for the 
pavilion form and for buildings of not more than 
three storeys. These are matters in which English 
and American practice differ and in which there is 
no positive right or wrong. Circumstances must 
everywhere be the governing factor. 


THE ARNETH COUNT. 


THE number of lobes of the polymorphonuclear leuco- 
cyte is subject to considerable variation, upon which 
fact Arneth based the technique by means of which 
he claimed to be able to derive some information as 
to the course of chronic infections. Arneth in 
devising his technique proceeded upon the principle 
of Heidenhain, according to which the older a cell 
grows the smaller and the more convoluted becomes 
its nucleus. He believed that the more adult cells 
that were present in the blood the better the powers 
of resistance would be. Other workers elaborating 
Arneth’s idea satisfied themselves that they had 
demonstrated that the multilobed and _ therefore 
older and more experienced polymorphs were better 
phagocytes than the single-lobed novices. Much 
paper has flowed through the presses since Arneth 
published his technique, but although many and 
diverse workers have applied it to many and diverse 
conditions with equally manifold and diverse results, 
it is only lately that the technique has received 
a thorough critical investigation from the physio- 
logical standpoint. This has been carried out by 
E. Ponder and others working in the Department 
of Physiology of the University of Edinburgh, and 
the results appear in the Quarterly Journal of Experi- 
mental Physiology (vol, xvi., No. 3). Ponder and 
his associates readily confirmed the almost universally 
held belief that the youngest form of the polymorph 
is that possessing an unlobed or two-lobed nucleus. 
Taking advantage of the effect of injections of thyroid 
extract in causing polymorphs to be thrown out from 
the bone-marrow of the rabbit into the blood stream, 
they were also able to establish that it is in this 
single or two-lobed form that the vast majority of 
the polymorphs first make their appearance in the 
circulation. They were further able to demonstrate 
that development into the four- or five-lobed forms 
takes place in the blood stream, and that it is as the 
four- or five-lobed forms that the bulk of the poly- 
morphs make their disappearance from the circulation. 
Up to this point the results of the investigation are 
in accordance with the principles of Heidenhain and 
the views of Arneth. When, however, it came to the 
investigation of the comparative nuclear area of old 
and young cells it became apparent that the assump- 





tion that as the cells grow older and their nuclei 
become indented the nuclei also become smaller 
was incorrect. No significant difference in size 
could be detected between young cells having a 
single-lobed nucleus and old cells with nuclei of many 
lobes. Similarly, investigation of the comparative 
phagocytic activity of old and young cells failed to 
reveal any differences in their power of dealing with 
micro-organisms. It was found that the Arneth 
count for healthy persons is remarkably constant 
for the individual, showing little variation over a 
term of years. Pathological alterations did not come 
within the scope of the investigations, but it is evident 
that variations under conditions of ill-health in such 
an otherwise constant system may be of considerable 
clinical importance in conditions other than those to 
which Arneth first applied his technique. 


POISONING CASES: IMMEDIATE TREATMENT 
AT HOSPITALS. 

UNDER this heading we commented last week 
upon an inquest, during the course of which Dr. Edwin 
Smith, the coroner for North-East London, criticised 
the action of the house surgeon at the German Hos- 
pital, who had declined to treat a woman brought 
to the hospital suffering from lysol poisoning. The 
evidence of the house surgeon was to the effect that 
the woman could not be admitted because no bed 
was available; and to the coroner’s representation 
that first-aid should have been rendered—it may be 
added that the patient died shortly afterwards at the 
Metropolitan Hospital—the house surgeon replied tha! 
it would have taken some time to administer treatment, 
his institution not being duly equipped for such 
emergencies. We were surprised at this statement, and 
are glad to be informed by the secretary to the German 
Hospital of the action taken by his Committee in 
view of the reports in the public press. The Committee 
affirm, in a letter to the coroner, that their institution 
‘is and always has been fully equipped for any emer- 
gency, including, of course, cases of poisoning. 
Stomach pumps, antidotes, and emetics are not only 
in every consulting-room but also in every ward.” 
As a consequence of the house surgeon’s misleading 
evidence we learn that his services have been dis- 
pensed with. There is, we understand, no suggestion 
that the life of the unfortunate woman would have 
been saved if she had been treated at once, but 
the Committee could do no other than call for the 
resident’s resignation. 


INJECTION TREATMENT OF VARICOSE VEINS. 


VARICOSE dilatation of the veins of the lower 
extremity is a common affection which exhibits great 
variation in the degree of disability to which it gives 
rise. Frequently but little complaint is made, so that 
the patient is well advised to avoid direct treatment. 
Often an elastic support will bring relief. Surgical 
removal does not always free the patient from his 
symptoms, whilst distension of other veins sometimes 
occurs after it. The direct surgical attack may be 
unfeasible, because of the complex network of dilated 
vessels widely spread over almost the whole limb below 
the knee. There are, however, cases where oblitera- 
tion of the internal saphenous vein is desirable and 
almost necessary. When Trendelenburg’s test demon- 
strates a column of blood unbroken by valves to 
extend from the heart to the region below the knee. 
it is, at any rate, a wise precaution to advise ligation 
and section of the internal saphenous vein at its 
upper extremity. A few weeks ago we published a 
paper! by Sir Sidney Alexander, in which attention 
was called to an ambulatory method of treating 
varicose veins. The obliteration of veins by the 
injection of a chemical substance is really a revival of 
an old procedure. The history of the method has 
recently been told by Dr. V. Meisen, surgeon-in-chief 
to the Polyclinic at Copenhagen, who gives an 
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account? of his own experimental and _ clinical 
observations. He has discarded the use of mercurial 
solutions, carbolic acid, or acetone, finding that he 
gets the best results with a 20-30 per cent. solution of 
sodium salicylate. Experimentally he finds in the 
horse that such injections cause almost instantaneous 
clotting and the thrombus is very firmly attached to 
the wall of the vein. Inflammatory changes occur in 
the vessel wall and organisation of the clot soon takes 
place. In the treatment of varicose veins Meisen 
deprecates confinement to bed during the injections. 
The whole duration of the treatment may extend over 
a number of weeks, as multiple injections at intervals 
of 3—4 days may be necessary. His results in 43 cases 
have been ultimately satisfactory. There are diffi- 
culties and drawbacks to the method. In five patients 
an ascending chemical phlebitis was set up, causing a 
little anxiety, but in all of them the trouble promptly 
subsided with rest. The incidence and course of this 
complication are obviously important factors to be 
considered in appraising the value of the method. 
Injections above the lower third of the thigh are 
not recommended. In one patient high temperature 
and rigors followed injection in the presence of eczema 
and were probably septic in origin. Intractable 
ulcers have been made to heal by injecting the neigh- 
bouring dilated veins. An unpleasant complication 
is the formation of a slough at the site of the puncture, 
owing to escape of some of the hypertonic solution 
into the subcutaneous tissue. To avoid it the tissues 
in the neighbourhood of the injected vein are infiltrated, 
after the salicylate has been used, with normal 
saline solution. Ulcers which occur in this way are to 
be avoided as they take months to heal. On the whole 
the very detailed and careful work at Copenhagen is 
favourable to the method, but it would certainly 
‘appear advisable to proceed with caution before 
recommending its general adoption as a routine, for 
it seems that in other hands less familiar with the 
technique complications have been more frequent than 
after the usual surgical ligature and excision operation; 


PROLONGED NARCOSIS IN PSYCHIATRY. 


READERS of medical literature are familiar with 
certain forms of treatment which produce good 
results, though the modus operandi is obscure. 
Examples of such empirical methods are the use of 
malaria in paresis, or the injection of bodies which 
produce a leucocytosis, accompanied with more or 
less severe local and general reactions. Recently 
assault upon established psychoses has _ been 
attempted by producing a prolonged state of drowsi- 
ness, or even sleep. Some promising results have 
been published, and it is possible that something is to 
be hoped from this method of treatment. Numerous 
drugs have been used for producing the prolonged 
sleep—morphine, hyoscine, bromides, and other 
established hypnotics among them. In this country 
little use has been made of somnifen, which is a 
mixture of the di-ethylamine salt of di-ethyl-barbituric 
acid and allyl-iso-propyl-barbituric acid prepared in 
a Swiss laboratory, but the drug has been exten- 
sively tested in Switzerland by Hediger and some 
of his pupils, who report encouraging results. 
Major O. A. R. Berkeley-Hill, of the Indian Medical 
Service, in a series of three cases, did not find the 
results particularly successful. The technique is not 
easy. The drug is given intravenously or intra- 
muscularly, and produces a deep sleep which lasts 
for a number of hours. When consciousness partly 
returns the patient is given another dose, which 
ensures a further period of sleep. Care must be taken 
to see that the bowels and urine are attended to, in 
many cases artificial feeding, catheterisation, and 
enemata being required. The period of sleep is 
prolonged for several days; the Swiss physicians 
continue it for ten days or more. But the longer the 
treatment the more definite the risk, and since 
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fatalities have occurred it is the wiser plan to try 
a period of five or six days at first, when if improve- 
ment follows a second period of narcosis can be 
induced. Careful nursing is essential; during the 
treatment the temperature must be watched and the 
injections discontinued if a sharp rise takes place. 
The type of case which benefits has not as yet been 
clearly defined, although the schizophrenoid group, 
confusional states, and anxiety conditions seem 
suitable for trial. Schizophrenoid cases wake clearer 
and freer from hallucinations but tend to relapse 
under stress of ordinary life. The chronic course of 
mental disease renders any avenue of treatment 
which offers a reasonable prospect of success worthy 
of careful exploration. 


INDUSTRIAL FATIGUE. 


THE sixth annual report! of the Industrial Fatigue 
Research Board, which makes its appearance as we 
are going to press, covers the period up to Dec. 31st, 
1925, and includes an admirable summary of work 
already published. Further investigation into pro- 
blems of wide industrial importance showed that a 
spell of work broken by a short rest is more effective 
than an unbroken spell of the same length, while 
rest pauses not only reduce monotony and increase 
contentment, but result in a genuine increase in the 
rate of output. Inquiry into the causation of accident 
led to belief in the ultimate possibility of indicating 
in advance persons having a special susceptibility to 
accident. The speed with which skill can be acquired 
in different types of occupation has been systemati- 
cally studied, but the inquiry has come up against 
the great difficulty of obtaining reliable data under 
actual factory conditions, and it is to be continued 
in the laboratory. A study in vocational guidance, 
published in collaboration with the National Institute 
of Industrial Psychology, has established the greater 
stability of employment and greater contentment 
with conditions of work in a group of children placed 
in occupations which the tests indicated as suitable 
for them. Problems submitted by Government 
departments to the Board have included an analysis 
of sickness in cotton-weaving sheds and the deter- 
mination of the actual load that can be lifted or 
carried by women or young workers without injury 
or discomfort. Laboratory work carried out at 
University College, London, suggests that lactic acid 
may be regarded as a governor of oxidation in the 
body during muscular work and that carbohydrate 
is the primary fuel of muscle. A remarkable investi- 
gation into violent athletic effort revealed an oxygen 
requirement of about ten times the normal during a 
short sprint. At Guy’s Hospital the tests for physical 
fitness have been continued, especially in relation to 
the disability of cardiac cases. At Cambridge atten- 
tion has been given to the efficiency of instruction 
in regard to the type of mental imagery of the taught, 
the result varying according to whether the given 
person is a visualiser or an audile. Work continued 
at Glasgow has afforded no evidence that healthy 
women are rendered physiologically ineffective during 
the menstrual period. At Manchester the psycho- 
galvanic reflex has been further studied. In view 
of the results obtained by many groups of investi- 
gators up to the present time Mr. William Graham, 
chairman of the Board, remarks that- the time is fast 
approaching when the scierttific study of the human 
factor in industry will no longer be regarded as a 
praiseworthy attempt to benefit a few individual 
workers, but will be accepted as the beginning of a 
movement with limitless possibilities in which industry 
itself must participate. The Board has no longer any 
doubt that the well-being of the worker and his 
productive efficiency can be definitely increased by 
finding and adopting the most favourable conditions 
and methods of work. Immediate obstacles to the 
work of the Board are the unexpected variations in 
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industrial conditions much accentuated lately by 
trade depression and the shortage of suitable investi- 
gators available. Attention is called to the many 
openings which will arise in future for those with 
scientific training to take up work of this kind. 





NATIONAL INSTITUTE FOR THE DEAF. 


At the second annual meeting of the Council of the 
National Institute for the Deaf (formerly the National 
Bureau for Promoting the General Welfare of the Deaf) 
certain resolutions were passed,’ and the Committee 
of the Institute have now prepared and circularised for 
consideration and criticism a memorandum dealing 
with the present position and the possible promotion 
of means to give the deaf population better oppor- 
tunities of becoming self-supporting. The Committee 
points to the weakness of existing organisation with 
the following statement :— 

(a) The incidence of societies is markedly uneven and 
accidental. Large parts of the country are not provided for, 
while in some cases there is overlapping. 

(b) There is no equality of welfare effort. The efficiency 
of the service varies in different areas and even in different 
parts of the same area. 

(c) There is a general insufficiency in the staffs available 
for the work. 

(d) The funds available for the service are generally 
insufficient. 

(e) There are no general training facilities for the welfare 
worker. There is no coérdination between the 50 existing 
societies, no regular or efficient means of conference and 
no provision for recording general experience and statistics. 
The result is that there is an absence of national ideals and 
a serious lack of corporate action to advance the general 
cause of the deaf. 


It will be seen at once that if the funds, whose absence 
is noted, were forthcoming, the other defects would 
soon disappear under the energy now being displayed 
by the Institute. The existing welfare agencies have 
cognisance probably of less than half the 40,000 deaf- 
born persons in the country, while in great areas there 
is a total lack of provision for dealing with the 
problems. We have received the last annual report of 
the Institute, from which it is clear that to maintain 
the important work already done and doing and to 
extend its usefulness much more money is required. 
For this purpose an appeal is about to be launched, 
and it is worthy of medical support, for, apart from 
those medical men who are specially interested in the 
welfare of the deaf, all practitioners in the course 
of their work have come across deaf subjects, not 
necessarily patients, whose future is a great source of 
anxiety. In some of these cases the mental condition 
should be properly estimated ; in others arrangement 
is needed for their education; yet again in others 
organisation is required to assist them to obtain posts 
which despite their physical drawbacks they could fill 
satisfactorily. We hope, in this last connexion, that 
the full returns of the inquiry into the industrial 
conditions of the deaf, which is now in progress, 
will shortly be available. 


THE MEDICAL DEFENCE UNION. 


THOSE who read the annual report for 1925 of the 
Medical Defence Union must be struck by the value 
of the work it records, and must wonder again at the 
temerity of medical men who do not join any protective 
society. It is a tradition amongst money-lenders 
that doctors are easily deceived, and undoubtedly 
there are many of them who believe that as long as 
they do their duty the law will never let them down. 
Unfortunately, this is far from true. Every practi- 
tioner runs a constant risk at the hands of cantankerous 
or misguided patients, and a good defence may not 
save him from financial loss. Last year, for instance, 
a charge of negligence was brought against a medical 
man by a patient who was earning but a few pounds 
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a week. The costs of defending the action amounted 
to over £500, and although the doctor won the case, 
he could never have recovered a penny of his £500, 
and would have been that amount to the bad if he 
had not been a member of the Medical Defence Union 
which bore the whole cost for him. Innocence, 
even nowadays, May be as expensive as guilt, and 
members of a vulnerable profession ought to protect 
themselves when it can be done so cheaply by joining 
the Medical Defence Union or a kindred society. 
By so doing they gain .skilful advice and unlimited 
indemnity in cases which the Union can defend, 
and they need never be forced, by lack of funds, into 
making settlements out of court—a necessity which 
may adversely affect other doctors, by encouraging 
litigious or unscrupulous people to similar efforts. 
The affairs of the Union are in a very satisfactory 
state and the membership had risen to 12,976 by the 
end of last year. The annual report is worth reading 
because it discusses a number of questions which 
may at any moment become acutely important to 
practitioners. The responsibility of doctors for the 
acts of their locum tenents and assistants is again 
considered, and the recommendation renewed that 
such representatives should be persuaded themselves 
to join a protective society. Time-worn but ever 
necessary advice is given about the need for radio- 
graphy in every case of injury where bones or joints 


may be involved, and the usual warning against 
taking action before consulting the Union is 
reiterated. Referring to appeals to the Ministry of 


Health against decisions by insurance committees, 
the Union’s solicitors make the following reassuring 
comment :- 

“We have frequently heard members of the profession 
criticise the appellate provisions contained in the Insurance 
Acts and the nature of the tribunal to which the appeal is 
made, but, in justice, we feel that we ought to say that, in 
our experience, appeals are conducted with the utmost 
fairness, and that the facilities now provided under the 
Insurance Acts ensure a full and impartial inquiry by skilled 
and trained officers. The only criticism we have to make is 
with regard to the amount awarded in point of costs, as, 
even where costs are awarded to a successful party these 
are seldom anything like sufficient to defray the expenses 
involved and frequently prove to be irrecoverable.” 


Besides defending its own members the Union 
aims at protecting the interests of the profession as 
a whole, and also of the public. To this end it takes 
action against irregular practice, where this can be 
brought within the limited scope of the penal sections 
of the Medical Acts, and it brings suitable cases to 
the notice of the General Medical Council. The 
solicitors find it a matter of surprise how little the 
functions of the Council are understood by the 
ordinary practitioner and their report endeavours to 
clear up some of these misunderstandings. The 
Union has always done its best to discourage litigation 
or disputes between members of the profession and 
is always prepared to lend its aid to the settlement of 
disputes between practitioners. Arbitrators have 
been from time to time appointed in order to prevent 
cases going into court, and this arrangement can be 
of great service to the profession. 


HISTORY OF THE ROYAL SANITARY 
INSTITUTE. 


Dr. Louis C. Parkes, Vice-President of the Royal 
Sanitary Institute, has written a worthy account! of 
a body doing very valuable work. The Institute 
had its origin in a discussion at the meeting of the 
Social Science Congress in 1876, after which Dr. 
Lory Marsh caused an advertisement to be inserted 
in THE LANcet and The Sanitary Record, setting 
forth suggestions for its establishment. The objects 
proposed were as follows: To provide a central place 
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in London where members could meet and where 
sanitary appliances could be submitted for inspection 
and experiment ; to watch all measures introduced to 
Parliament relating to public health and to take 
action thereon if necessary ; and to obtain a Charter 
for the purpose of examining and granting certificates 
of qualification to surveyors of sanitary districts and 
inspectors of nuisances. The next step was taken at 
a public meeting in St. James’s Hall under the 
presidency of the sixth Duke of Northumberland ; 
the Institute came into being and the Duke became 
its first President. At the beginning, as usual, there 
were financial difficulties, for the new-born Institute 
had no backing from the Government or from existing 
institutions; but by 1877, in which year its first 
congress was held at Leamington under the presidency 
of Dr. B. W. Richardson, the treasurer was able to 
show a credit balance of £32 10s. 3d. Dr. Richardson 
was a great asset to the Institute on account of his 
paper entitled Hygeia, the Ideal City of Health, read 
at the Social Science Congress at Brighton in 1875, 
which had established him in the eyes of the public 
as a leading medical light on the new science of 
preventive medicine; the subject aroused interest 
not only in England but also in France, owing to the 
brilliant sketch of the paper given by Jules Verne 
in his romance, ‘‘ The Begum’s Fortune.’’ Dr. 
Parkes supplies interesting biographical notes of the 
pioneers associated with the early days of the 
Institute, beginning with Edward Alexander Parkes, 
originator of the Parkes Museum of Hygiene, who was 
chief begetter of the Institute although he died 
before it came into being. He gives a full description 
of the work of the Institute during the 50 years of 
its existence, ending his book with a series of admirable 
special articles on sanitary progress during the 
period under review. 


CAMBRIDGE MEDICAL SOCIETY IN AMERICA. 


SEVENTY-EIGHT members of the Cambridge Univer- 
sity Medical Society have been visiting the United 


States and Canada during the past month and have 
returned full of enthusiasm at their reception. All but 
two of the party were students or had lately qualified, 
and their object was to get an idea of the methods and 
ideals of American education by visiting universities 
and hospitals, Nothing quite like this has been done 
before, and it is satisfactory that the experiment was 
a complete success. Only 23 days were spent ashore, 
but an incredible amount was seen and done, thanks 
to the careful planning of details and the unfailing 
kindness of the Society’s American hosts in every city. 
The following places were visited : Montreal (McGill 
University, Royal Victoria and General Hospitals) ; 
Kingston University ; Toronto (University, Children’s 
and General Hospitals, and the Insulin Building) ; 
Niagara ; Washington (Hygienic Laboratory, 
Surgeon-General’s Library, Walter Reed and Naval 
Hospitals); Baltimore (Johns Hopkins Hospital); 
Philadelphia (University of Pennsylvania Hospital) ; 
New York (Columbia University and new medical 
building, Rockefeller Foundation, Bellevue Hospital, 
and Cornell Medical School); New Haven (Yale 
University and General Hospital); and Boston 
(Harvard University, Peter Bent Brigham, Boston 
Lying-in, Children’s, Psychopathic, City, and Massa- 
chusetts General Hospitals). Various methods of 
demonstration were adopted. Sometimes special 
emphasis was laid on equipment and organisation ; 
in New York it was possible to see a sky-scraper 
hospital and medical school actually in course of 
construction. In other cases series of short clinical 
lectures, demonstrations, or surgical operations were 
utilised to illustrate the work being done in the 
hospitals or the method of teaching adopted. It was 
always feasible for those specially interested in any 
particular branch of medicine to follow their own 
bent, and for the whole party to meet members of the 
faculties, who put themselves at their service—as one 
of the visitors expresses it—in a way that would have 
honoured far more distinguished guests. Time was 





also found for sight-seeing, and there were social 
occasions described as peculiarly delightful. Some 
appreciation of American and Canadian outlook and 
ideals must have been gained by everyone, and the 
experience will be of great value to each member of 
the party as anindividual. Since all of them are, or 
soon will be, spread about in hospitals and medical 
schools all over the country this experience may well 
have far-reaching effects. At any rate, members of 
the Society have come home full of gratitude for the 
kindness and hospitality they have received and 
anxious to do anything they can for American and 
Canadian students, and especially for medical students 
visiting this country. 








The . Serbices. 


ROYAL NAVAL MEDICAL SERVICE. 

Surg. Comdr. M. J. Laffan is placed on Retd. List with 
the rank of Surg. Capt. 

Surg. Lt.-Comdr. P. N. Button to be Surg. Comdr. 

The following appointments are notified :—Surg. Comdrs. 
(D.).: J. R. Palmer to Vivid for R.N. Barracks, Devonport 
(on relief); and W. C. Murray to Victory for R.N. Barracks, 
Portsmouth (on relief). Surg. Lt.-Comdrs. (D.).: W. E. A. 
Sampson to Vivid for R.N. Hospital, Plymouth; and M, F. 
Hopson to Pembroke for R.M. Infirmary, Deal. 


ROYAL ARMY MEDICAL CORPS. 


Col. C. W. Mainprise, late R.A.M.C., to be Maj.-Gen., 
vice Maj.-Gen. D. J. Collins, late R.A.M.C., who retires on 
retd. pay. 

Maj. G. E. Cathcart to be Lt.-Col., vice Lt.-Col. and 
Bt.-Col. H. C. R. Hime (promoted). 

The undermentioned are secd. for service under the 
Foreign Office: Maj. and Bt. Lt.-Col. H. M. J. Perry and 
Capt. H. J. Bensted. Capt. G. S. McConkey to be Maj. 
(Prov.). 

The undermentioned Lts. to be Capts.: F. C. H. Sergeant 
and W. L. 8S. Cox. 


J. W. de W. G. Thornton to be temp. Lt. 


ARMY DENTAL CORPS. 


Temp. Capt. J. McCurdy, Dental Surg., Gen. List, to be 
Capt. 
ARMY RESERVE OF OFFICERS. 
The undermentioned having attained the age limit of 
liability to recall, cease to belong to the Res. of Off. : 
Lt.-Gen. Sir C. H. Burtchaell and Col. A. G. T. Cusins. 


Maj. L. T. Challenor, late R.A.M.C., T.A., to be Maj. 


TERRITORIAL 
A. A. Allison to be Lt. 


ARMY. 


ROYAL AIR FORCE. 


Flying Officer A. 


Harvey is 
commission. 


granted a permanent 

J. Hutchieson is granted a short service commission as 
a Flying Officer for three years on the active list. 

Flying Officer F. P. Schofield is promoted to the rank of 
Flight Lt. 

Flying Officer C. J. MacQuillanis transferred to the Reserve, 
Class D.2. 


It is officially announced that the King has approved of 
the appointment of Lt.-Gen. Sir Matthew H. G. Fell, K.C.B., 
C.M.G., late R.A.M.C., to be Honorary Physician to his 
Majesty, with effect from June 3rd, vice Lt.-Gen. Sir 
William B. Leishman, K.C.B., K.C.M.G., F.R.S., late 
R.A.M.C., deceased. 


Sr. BARTHOLOMEW’S HospiraL.—In connexion with 
the Fleet-street Week for Bart.’s, an Empire concert is to 
be given in aid of the hospital, on Tuesday, Oct. 12th, at 
8.15 P.m., at the Kingsway Hall, London. Tickets may be 
had from the organisers at 3, Red Lion-court, Fleet-street, 
E.C. 4. 








THE LANCET, 


HALLUX VALGUS AND HALLUX RIGIDUS. 


[Sept. 25, 1926 665 








Modern Cechnique in Creatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 


CXC.—THE TREATMENT OF HALLUX VALGUS 


AND HALLUX RIGIDUS. 
Nature and Causation of Hallux Valgus. 


Hallux valgus consists essentially of a lateral 
deviation of the big toe towards the middle line of 
the foot at the metatarsophalangeal joint. A deviation 
of the terminal joint of the big toe in the same direction 
is not unusual, and should not be termed a hallux 
valgus, as it does not give rise to the same symptoms 
or disability. Sooner or later a_hallux valgus 
deformity gives rise to the following secondary 
conditions, to which the actual symptoms are due. 


1. The articular surface of the phalanx ceases to articulate 
with the whole of the metatarsal, leaving an uncovered 
boss of bone projecting on the inner side of the foot. The 
articular surface of the head of the metatarsal becomes 
grooved, its outer part continuing to form part of the joint, 
its inner part forming a prominence, often called an exostosis. 
This projecting bone gradually becomes enlarged and 
thickened as the result of chronic inflammatory change and 
gives rise to the next train of symptoms. 

2. Over the bony prominence a pad and bursa develop. 
On dissection it will often be found that this bursa 
communicates with the joint, and that there is also a large 
amount of new fibrous tissue attached to the head of the 
metatarsal. The skin over this pad and bursa develops 
callosities and sometimes a true corn. Much of the pain 
of hallux valgus is due to friction or local pressure upon a 
bursa and upon the callosity overlying it. 

3. Recurring attacks of inflammation in the bursa and 
in the skin overlying it may eventually result in suppuration 
of the bursa, which may subside after incision and drainage, 
but often leaves an intractable sinus. 

4. Apart altogether from suppuration, a secondary arthritis 
with production of new bone around the head of the 
metatarsal and stiffening of the joint is not uncommon in 
an old-standing hallux valgus. 

5, Owing to the lateral deviation of the big toe the second 
toe may be lifted completely off the ground and lie on the 
top of the phalanges of the big toe. Often, however, there 
is a coexisting hammer-toe, which lies in between the 
proximal phalanges of the big toe and the third, and which is 
compressed and rendered more deformed by the increasing 
deviation of the big toe. 

6. Nearly always the feet become widened across the 
region of the metatarsal heads, the transverse arch is lost, 
and the head of the second metatarsal comes heavily on the 
ground and takes more weight than does the head of the 
first. A callosity, which may be very painful, develops in 
this situation and may, in fact, constitute the patient’s 
chief complaint. Clawing up of the other toes with complete 
loss of the transverse arch of the foot is quite common. 


ABtiological Factors. 

Among the etiological factors of hallux valgus 
must be included a congenital tendency, since the 
condition is found occasionally in childhood, usually 
associated with a hammer (second) toe. Pressure by 
boots and shoes is, however, the most important 
cause. Severe degrees of hallux valgus are far more 
common in women than in men, and this must be 
ascribed to the type of shoe worn. 

Tight shoes which exert a lateral pressure upon the toes 
beyond the metatarsal heads are an important factor; in 
these shoes the upper is often much wider than the sole, so 
that the region of the metatarsal heads can bulge at the 
sides over the sole, the toes being tightly compressed. The 
shoe is also brought to a point underneath its middle, so 
that the inner border is not nearly straight, but convex 
inwards. Another important factor in the shape of the shoe 
is the pitch of the heel, the surface of which should be 
approximately parallel with the ground. In many shoes 
with heels of 1} in. or more in height, the heel slopes down- 
wards and forwards, so that the foot tends to slide forwards 
into the toe of the shoe, and even when the shoe is apparently 
quite large the toes tend to get compressed. This compression 
not only acts mechanically in causing a deviation of the big 
toe, but also interferes with the use of the intrinsic muscles 
of the foot and, by throwing the abductor hallucis out of 
action, prevents the natural effort to correct the hallux 





valgus. The fit along the inner border of the shoe is a 
further factor in increasing the deformity. In most women’s 
shoes it will be found that the leather is not close up to 
the foot behind the head of the first metatarsal. The result 
is local pressure upon the prominent joint without correspond- 
ing support behind it, and this local pressure increases the 
development of new bone and causes continuous irritation. 


In many cases of hallux valgus the longitudinal 
arch of the foot is flattened and the foot is in a 
valgus position, the patient walking on the inner 
border. This additional pressure against the inner 


side of the big toe tends to increase the deformity. 


Nature and Causation of Hallux Rigidus. 
Hallus rigidus consists of a chronic arthritis of 
the metatarsophalangeal joint of the big toe with the 
production of much new bone, mainly around the 
head of the metatarsal, but also to a extent 
around the base of the phalanx. 


less 


The head of the metatarsal is altered in shape, becoming 
squared off at the corners instead of rounded. In most cases 
there is a collar of new bone at the margin of the articular 
surface right round the dorsal surface. Sometimes, with or 
without this collar, definite large exostoses are formed, and 
occasionally these are attached by a narrow pedicle. The 
synovial membrane of the joint is thickened and sometimes 
becomes villous; sometimes there is cystic degeneration, 
so that around the joint a swelling may form looking like 
a ganglion and containing glairy synovial fluid. Very 
occasionally a loose body may be found in the joint. : 


In the early stages extension of the joint becomes 
limited, and later it is gradually abolished. In very 
severe cases the toe may become permanently flexed 
and incapable of extension even to the straight line 
position. Pain is sometimes due to actual pressure 
upon the exostosis, over which a bursa may develop ; 
very often it is due to the fact that the forcing of 
extension, which occurs at every step, is painful. 
The presence of any considerable mass of new bone 
on the outer side of the head of the first metatarsal 
in proximity to the second metatarsal is almost 
certain to be associated with severe pain. 

Hallux rigidus often comes on in adolescence, 
although the more severe effects may only be evident 
many years later. In unilateral cases there is often a 
history of injury to the toe, such as stubbing the toe 
severely, or tripping and forcing extension or flexion 
violently. Bilateral cases and cases in which there 
is no injury are common, and it is difficult to find a 
causative factor. Probably the wearing of shoes 
that have become too short, so that the toe is 
continuously pressed backwards, is an important 
cause, and any slight injuries to the toes during the 
period of growth are also important. The teaching 
of toe dancing to children without suitable preparation 
is undoubtedly a factor in some cases. 


Non-Operative Treatment. 

In early cases of hallux valgus an effort should be 
made to prevent the progress of the deformity and 
to avoid the need for operative treatment. The 
longitudinal and transverse arches should be adequately 
supported, the former by thickening the inner side of 
the sole of the shoe slightly, the latter by strapping 
the foot circularly behind the heads of the metatarsals 
for a period of two or three months at atime. If the 
longitudinal arch is really flat, it may be necessary to 
lift it by inserting a pad in the shoe, but this should 
seldom be required if shoes are acurately fitted and 
the waist strengthened so that it does not give way. 
Defects in shoes such as those mentioned above 
should be avoided. Great care should be taken that 
shoes do not press upon the head of the metatarsal 
bone and cause additional inflammation. In young 
people much can be done by massage, first getting 
the big and second toes thoroughly mobile and then 
trying to re-educate in use the small muscles of the 
foot. Voluntary abduction of the big toe should be 
taught, also flexion of all the toes at the metatarso- 
phalangeal joints, and the exercise of raising the 
transverse arch of the foot by pressing the toes 
against the ground should be practised. 
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In hallux rigidus seen in the fairly acute stage in 
young people complete rest of the foot for several 
weeks should first be ordered. Shoes should then be 
carefully fitted with the inner side of the heel thickened 
und a patch put on to the sole behind the head of the 
first metatarsal in order to lift the big toe from the 
ground and throw the weight on to the outer border 
of the foot. The soles should be thick, and the uppers 
free from stitching in the region of the metatarso- 
phalangeal joint of the big toe. With rest, followed 
by careful attention to shoes, many of the more acute 
cases in young people will clear up completely and 
leave no after effects. In older people in whom 
hallux rigidus is already established similar attention 
to shoes will often relieve symptoms and avoid the 
need for operation. 


Operative Treatment. 


Many operations have been tried for hallux valgus, 
but only two have stood the test of time. These are : 
(1) excision of the head of the metatarsal, (2) removal 
of the inner half of the head of the metatarsal 
(so-called removal of the exostosis). In most cases 
complete excision gives the best result. By this 
means the deformity can be corrected, the prominent 
bone removed and the symptoms relieved, whatever 
their cause. By removal of the exostosis alone, 
symptoms due to pressure upon it and upon the 
bursa overlying it are relieved, at any rate, for a 
considerable period, but the toe is not straightened 
even when the external lateral ligament of the joint 
is divided and thus interference with the use of the 
second and other toes continues. 


The operation of excision is a small one, but it requires to 
be carefully carried out. It is best done by a dorsal incision, 
the joint being opened by a transverse incision, leaving a 
part of the capsule attached to the first phalanx. The head 
is freed from its lateral ligaments and is then carefully 
re-shaped with a fine osteotome and rounded off. A small 
portion of the head on the under surface can usually be 
left so as to form a bearing surface upon which the patient 
walks. The cut surface of bone is finally filed down smoothly 
and may be covered by rubbing with Horsley’s wax. Some 
operators cover the exposed bone with a flap of fascia or a 
flap taken from the deep part of the bursa. The capsule is 
sutured over the bone before the skin is sutured. 

In the exostosis operation a similar exposure is necessary. 
The projecting part of the inner side of the head is removed 
and the lateral ligament on the outer side of the joint 
divided. Patients may be allowed to walk 10 to 12 days 
after either of these operations; after-treatment should 
include (1) strapping the toe in the corrected position and 
placing straps circularly around the heads of the metatarsals 
for a period of two months, and (2) massage, mobilisation 
of the four outer toes, and exercises for flexion of these 
toes and for re-education in a proper method of walking. 


In hallux rigidus it is necessary to analyse the 
exact cause of the disability. Sometimes there is 
one local exostosis which is painful, because exposed 


pressure upon it; it is then only necessary 
to remove this exostosis. More often there is 
extensive overgrowth of bone around the head of 
the metatarsal, and extension of the joint is painful. 
In these cases it is necessary to do a more extensive 
operation ; usually one similar to that done for 
hallux valgus, the head of the bone being exposed, 
carefully trimmed down, and a new head formed. 
Occasionally a simple removal of all the osteophytes 
around the head may be carried out and the actual 
cartilage covering the extremity left intact. This, 
however, does not suffice for cases where the pain 
is due to extension movement of the joint. The 
after-treatment for hallux rigidus is exactly the same 
as that for hallux valgus. 


In cases where the bursa overlying the joint has 
suppurated and is discharging at the time of operation, 
it is necessary as a rule to do a limited operation first, 
excising the bursa and thus getting rid of the suppura- 
tion; later on the excision operation may be carried 


out. 
R. C, Exmsiie, M.S. Lond., F.R.C.S. Eng., 


Orthopeedic Surgeon, St. Bartholomew’s Hospital ; 
Surgeon Royal National Orthopzdic Hospital. 
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Special Articles. 
A NOTE ON THE DIFFERENT KINDS 
MALIGNANT TUMOURS 
EXPERIMENTALLY OBTAINED BY MEANS 
OF RADIUM. 
By Pror. Dr. FRaANsS DAELS 
AND 


Dr. G. BACTEN, 
ASSISTANT, 


OF 


(From the Cancer Research Centre, Ghent.) 


Ir is of paramount significance that we are able 
to produce experimentally malignant growths by 
means of a well-defined agent, which is easy to study 
in its effects. It enables us better to observe the 
genesis of the tumours, we have their formation 
under more direct control, and we shall in future be 
able to tackle the question of vaccination in a more 
methodical manner with autochthonous tumours. 
A well-known, easily analysed, cancer-producing agent 
would afford us a better opportunity of producing 
malignant growths in laboratory animals which are 
easier to treat than mice and rats. Arising out of 
these considerations efforts have been made for 
several years at the laboratory of the Gynecological 
Clinic of Ghent University to produce malignant new 
growths by means of radium—viz., as a mixture of 
radium with paraffin or tale powder and also in 
aqueous solutions of radium. 

So far we have thus been able to obtain the forma- 
tion of a sarcoma in white rats and white mice and 
of an epithelioma in a white mouse. 

The first histological type obtained was a spindle 
celled sarcoma. At the London Congress of Radiology 
in 1925 one of us had the opportunity of making a 
statement on the subject, when it appeared that it 
was also the first contribution to scientific literature 
on the undoubted experimental production of malig- 
nant new growths by means of radium. 

A spindle-celled sarcoma, showing irregular nuclei 
of very unequal size, also some giant nuclei and a few 
lymphocytes (Fig. 1), appeared in a white rat 392 days 
after subcutaneous insertion of a glass tube containing 
50 mg. of radium powder—i.e., a mixture of 10 g. 
tale with 1 mg. radium sulphate. f 

A spindle-celled sarcoma consisting of typical parts 
and also of a considerable amount of necrotic tissue 
with thrombosed vessels and giant nuclei (Fig. 2) was 
found in a white rat in whom a glass tube containing 
a few drops of radium solution (5 mg. crystallised 
radium bromide in 100 c.cm. distilled water) had 
been retained for seven months in the subcutaneous 
connective tissue. 

A sarcoma chiefly made of cells obviously partly 
necrosed with small nuclei and remnants of nuclei 
after karyorrhexis or partial karyolysis and a few larger 
nuclei (Fig. 3) was obtained in a mouse which retained 
under the skin for a period of eight months a solution 
of 1/20,000 crystallised radium bromide in a small 
tube. 

A spindle-celled sarcoma with marked lymphocytic 
infiltration (Fig. 4) appeared in a mouse in which a 
tube with 1/10,000 radium bromide solution remained 
in the subcutaneous connective tissue during eight 
months. 

In a third mouse, which retained in the subcutaneous 
tissue for a period of eight and a half months a tube 
with a similar (1/10,000) radium bromide solution, 
a typical spindle-celled sarcoma was produced without 
any infiltration of extraneous elements (Fig. 5). 

A cancroidal epithelioma (Fig. 6) was obtained in 
a mouse in which a tube holding a few drops of a radium 
solution of 10 mg. radium bromide in 100 c.cm. water 
was inserted under the skin and retained for 322 days 
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In this case metastases appeared at the level of the 
right axilla and the left groin. 

The initial or early stages of the epitheliomatous 
degeneration as seen in our sections show the same 
epithelial hyperplasia and hypertrophy as are found 
in tar cases. 

The first stages of sarcomatous degeneration chiefly 
consist of degeneration of the endothelial nuclei. 
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AN INQUIRY INTO 
RHEUMATISM IN ELEMENTARY SCHOOL- 
CHILDREN. 


By Ricuarp H. VERcOE, B.A. CAmB., M.R.C.S. ENG., 
D.P.H. Oxr., 


MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER, 
BOROUGH OF CHELMSFORD, 


THE principal object of this investigation was to 
estimate the relative importance of rheumatism in 
the parents and of dampness in the home respectively 
in their effect (if any) on rheumatism in the child. 
Other factors, such as teeth, tonsils, scarlet fever, and 
nutrition, have also been tabulated. 


Definition of Terms. 

Such indications of rheumatism as_ rheumatic 
nodules or heart disease have not been adopted as 
criteria. Neither is available for estimating parental 
rheumatism, and the findings of the former vary 
from 10 to 40 per cent. with different observers. The 
criterion adopted has been the symptoms of the 
child as related by the mother and corroborated by the 
child, if old enough. Rheumatic fever is recorded 
if the child has had pain with swelling or redness 
in any joint increased by movement, combined 
with fever and confinement to bed. In some cases 
further confirmation is forthcoming from the reported 
diagnosis of the doctor in attendance at the time, or 
from striking speedy relief of pain soon after taking 
the medicine (presumably salicylate), or from evidence 
of heart disease following such joint symptoms. 
Subacute rheumatic fever was recorded when the 
child has had swollen painful joints, with some one 
or other of the above symptoms, but not confined to 
bed. In the following figures subacute rheumatic 
fever has been included among the rheumatic fever 
cases. Definite rheumatism was recorded if the 
child had had definite pains on several occasions in 
one or more joints, or persistently in the limbs on 
several occasions without ever being confined to 
bed and without fever or joint swelling or redness. 
Slight rheumatism was recorded when the pains were 
infrequent and mild, but occurred on more than one 
occasion; anything less than this was put into the 
non-rheumatic group which was used as a control 
throughout. 

System of Collecting Data. 

At the school routine medical examination the child 
was first medically examined in the usual way; 
secondly, the mother was questioned as to rheumatism 
in the child and in the mother and father, then as to 
dampness in the home; and thirdly, the history was 
taken of past infectious disease in the child. In this 
way the first interpretations of the physical signs were 
not prejudiced by the history of the symptoms, and 
any objection by the parent to inquiry into parental 
symptoms was mitigated by sandwiching the personal 





questions between the examination of the child and 
its history of past infections. 

Only those cases were recorded as routine rheumatic 
and non-rheumatic cases when I had arranged at the 
beginning of the examination to inquire from every 
parent who was present at that session into the 
history of rheumatism and dampness. It is only in 
this way that any estimate could be formed of the 
amount of rheumatism, as the negative cases were 
then recorded in the same relative proportion as the 
positive. If a parent volunteered the information that 
her child had had rheumatism in the course of a session, 
when for pressure of time I was not inquiring into 
rheumatism, then such a case was put into the group 
of rheumatic “ specials,’ and utilised in tables which 
would not be vitiated by this method of collection. 
A child was classed as rheumatic, both if it had actual 
rheumatism at the time of the examination, and also 
if it had had definite attacks in the past. 

Dampness in the home was recorded if the bed- 
rooms or living room were said to be really damp, not 
if some less used room only was involved. The 
sanitary inspector looked over the whole of the 
addresses afterwards with me at my request and the 
final verdict was determined by his intimate know- 
ledge of the houses extending over 14 years, and to 
him I am indebted for these estimations. Some 
houses were hardly really damp but more damp than 
dry and were then recorded by us as slightly damp. 
Dampness of the site apart from the house was also 
estimated with the inspector’s help, the parent here 
not being asked, and was recorded separately. These 
terms are rather loose and difficult to define, but the 
personal equation is uniform for the series. 


Age and Sex Distribution. 

The routine inquiry into rheumatism was made 
on a total of 702 children of both sexes, aged 5, 8, 
11,12. Of these 702 children 99 had had rheumatism 
in some form or another, while 603 had not had 
rheumatism in any form. Table I. sets out the 
number and relative proportions of rheumatic and 
non-rheumatic children in each separate age-group 
and sex. 


TABLE I.—Age and Sex Distribution. 


Rh. = rheumatic. 
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Aged 8. Aged 11. Aged 12. 


| Boys. 


Rh. 


4 10 15 1 33 


=| Girls. 


Non-rh. 52 68 113 162 275 


120 


% «.- 11:5 5-9 8-3 13-3 11-1 12-0 - 


It will be seen that the amount of rheumatism rises 
steadily with increase of age (omitting the 1l-year- 
olds, which are small in number), and is three times 
as much at 12 as at 5 years old. Rheumatism actually 
appears a little less prevalent among the parents than 
among the 12-year-olds, which may be explained 
either by defective memory or because the infection 
of rheumatism has already mainly occurred by the 
age of 12. 

Adding together the figures for all three age-groups, 
the girls show an average percentage of 15-87, the 
boys of 15-93, as nearly equal as is well possible. 

Subdividing the rheumatic cases into clinical 
categories— 
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Of cardiac complications there were 4 cases of 
mitral regurgitation among 18 routine cases of 
rheumatic fever, 3 cases among 81 routine cases of 
remaining rheumatism, and 3 cases among 603 
routine non-rheumatic cases. 
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Comparison of Atiological Factors. 

As the 5-year-old group only contains 10 cases of 
rheumatism and such an age is useless for estimating 
effect of teeth, tonsils, scarlet fever and even perhaps 
dampness, this group is discarded hereafter. On the 
other hand, 16 specials, at ages 8 and 12, are utilised 
separately below in order to increase the rheumatic 
group and bring its numbers nearer the non-rheumatic. 
Thus there is now a total of 105 rheumatic children. 
The average age of all the rheumatic children is 
practically the same (10:2) as that of the non- 
rheumatic (10-1). 

Parental Rheumatism.—89 routine rheumatic 
children have 178 parents, of whom 73 have had 
rheumatism—i.e., 41-0 per cent; 483 routine non- 
rheumatic children have 966 parents, of whom 
163 have had rheumatism—i.e., 15-8 per cent. (If we 
add in 16 special rheumatic children we find there 
are 14 extra rheumatic parents out of 32 parents and 
the total percentage is then 41-4 for all the rheumatic 


children.) Analysis of the parental rheumatism is as 
follows :— 
Rheumatic parents Rh. Definite Slight 
of— fever. rh. rh. Total. 
Rheumatic children .. 7 ek ee BB «se BF 
Non-rheumatic children 13 .. 133 18 - 163 


So that the proportion of parents who have had 
rheumatic fever and definite rheumatism is approxi- 
mately the same in both the rheumatic and non- 
rheumatic groups. It might be argued that the 
apparent influence of the parental rheumatism might 
really be due to the dampness of the house and 
vice versa in so far as the rheumatism of the parent 
might be caused by the dampness of the house in 
which the child also lives. The cases where these 
coincide were therefore tabulated as follows :— 


Rheumati t I —. 
theumatic parents ry Rather 

of— houses. damp. Damp. Total. 
Rheumatic children . Co 6 Ma OT 
Non-rheumatic children 132 17 BA ce 368 


So that the proportion of rheumatic parents living 
in dry houses is approximately equal in both groups 
of children, the rheumatic and non-rheumatic, and 
even supposing the parents had been living in these 
houses for as relatively long a time as the children, 
yet there seems nothing to suggest that this can 
much modify the great difference of 41 per cent. and 
16 per cent. for rheumatic and non-rheumatic 
children, respectively, as regards their family history. 
So that the rheumatic children have very nearly 
three times as many rheumatic parents as the non- 
rheumatic children. . 

Dampness.—The way in which dampness of the 
house was assessed has already been described. Of 
the rheumatic children, 27 houses were damp out 
of 105 (i.e., 25-9 per cent.). Of the non-rheumatic 
children, 69 houses were damp out of 483 (i.e., 
14:3 per cent.). So that the percentage of damp 
houses was nearly twice as great among rheumatic 
children as among the non-rheumatic. In regard to 
dampness of the site on which the house was built, 
only the 11- and 12-year-old children were inquired 
into, the condition of the site being recorded quite 
independently of that of the house which was not 
taken any notice of in the following results: Of the 
rheumatic children, the site was damp in 14 out of 45 
(i.e., 31 per cent.). Of the non-rheumatic children, 
the site was damp in 61 out of 162 (i.e., 37 per cent.). 
So that dampness of the site considered by itself seems 
to have no effect, that is as regards the local sites 
here considered, the dampness of which was never 
extremely pronounced. 

Teeth.—Only the septic teeth were counted, those 
showing only a small spot to be filled were omitted 
as unlikely to have any appreciable effect in producing 
rheumatism. Of the rheumatic children, 15 out of 
105 had septic teeth (i.e., 14-3 per cent.). Of the 
non-rheumatic children, 65 out of 483 had septic 
teeth (i.e., 13-1 per cent.). The average number of 
septic teeth per case with septic teeth was: rheumatic 





the teeth does not appear to have any effect in 
producing rheumatism in the vast majority of 
rheumatic children of elementary school age, whatever 
may be its effect on adults. It should be remembered 
that there must be a very great difference between 
children aged 12 (still more aged 8) and middle-aged 
adults with regard to the length of time the bad 
teeth are present, and the extent and depth of the 
sepsis. 

Tonsils.—The cases where the tonsils were septic 
as well as enlarged were too few to form any com- 
parison, but those which had been removed by 
operation would include many of these, and after 
some hesitation I decided not to ignore those operated 
upon, but to record them separately from those which 
were enlarged. The result is tabulated as follows :— 


Tonsils of— Enlarged. Removed. 
105 rheumaticchildren .. 10= 9-5% 12 =11-4% 
483 non-rheumatic children 51=10-6% 29= 6:2% 


So that enlargement of the tonsils was a little less 
in the rheumatic than in the non-rheumatic, while 
cases where the tonsils had been removed, perhaps 
only because the adenoids were being removed, were 
nearly twice as frequent in those who had had 
rheumatism as in those who had never had 
rheumatism. 

Scarlet Fever.—In 105 rheumatic cases there were 
4 who had had scarlet fever (i.e., 3-8 per cent.). In 
483 non-rheumatic cases there were 15 who had had 
scarlet fever (i.e., 3-1 per cent.). So that the associa- 
tion between rheumatism and scarlet fever appears to 
be negligible, so far as concerns the small number of 
cases in this series. 


Comparison of Physique and Home Conditions. 

The average height and weight of girls and boys, 
aged 8 and 12, is compared in Table II. and affords 
some indication whether malnutrition is associated 
with rheumatism or not. It will be noticed that the 
number of rheumatic children is a little larger than 
in the first table by reason of inclusion of some 
specials (for rheumatism) with the original routines. 


TABLE II.—Physique. 

















T . Combined 
Girls. Boys. names. 
ee aa an ah oie Lf ik 
S$ 8 8 Sis\ & 8/8) 8& 8 
4\ 4,3) B14\ 4,3|e)4/ 238/53 
> i ae ais mis 
in. Ib. in. | lb. in. , Ib. 
Rh. .. | 26) 12*/,_ 56-8)/77-7 5) 12*/,2, 55-4/74-2912?/,. 56-1, 75-9 
Non-rh., 92,12*/,, 56°2:74-0] 78) 12°/,. 55-6 76-6412", ,. 55-9 75-3 
Rh. .. | 19) 84/12 47°650-2] 20) 8*/,.45-6/52-S] 8°/,, 46-3 51-5 
Non-rh.113) 8/,;. 46-751-7#148 8*/,. 48°954-6] 8*/,, 47°8 53-1 


As the ages of the groups of children are almost 
exactly equal to a month in all the groups compared 
there is no correction necessary for the factor of age. 
The average height and weight of the 12-year-olds, 
combining the average in girls and boys, appears 
practically equal in both the rheumatic and non- 
rheumatic groups, but is very slightly less in the 
non-rheumatic. In the 8-year-olds, on the other 
hand, the rheumatic group is distinctly the shorter 
and lighter by 14 in. and 1} lb. However, in 
both the 8-year and the 12-year group the difference 
between rheumatic and non-rheumatic appears too 
small to be of much significance, and in both cases the 
former are fully up to the average height and weight 
for the age. Nutrition, therefore, does not seem 
definitely to be a factor influencing the incidence of 
rheumatism. 

The character of home conditions—good, average, 
fair, poor—was also investigated. The school nurse 
briefly recorded her opinion opposite each name and 
address which she knew, as far as her intimate know- 
ledge of the families permits, which is very con- 





2-0, non-rheumatic 2°3. So that the condition of 





siderable and extends over several years. The result 
was then tabulated (Table III.). 
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It does not seem that rheumatism is necessarily 
any more frequent in the slummy home than in the 
good one amongst elementar7 school-children. 


TABLE ITI. 


Totals recorded, Percentages. 





Good. Av. 


34 6 4 
211 37 13 


Fair. Poor.Good. Av. 


21-4 60-7 
15°2 68-5 


Fair. Poor. 


10-7 7-1 
120 4-2 
Av. = Average. 


Conclusion. 
The four factors—parental history, dampness, 
teeth, tonsils—can be compared in the following 
table of percentages (Table IV.) :— 


TABLE IV. 


Dampness. Septic teeth. Tonsils. 
Rheu- 
matic | 


parents. 


Children. ; 
er . 
| case. Enl. 


14-3 | 20 9-5 


Site. 


31-0 


House. Cases. Rem. 





41-0 
16-8 


25-7 
14-3 


11-4 


Non-rh. .. 37-0 13-0 6-2 


| 23 | 10-6 


Enl. = enlarged. Rem, = removed, 


From Table IV. it can be seen at a glance not only 
which is the most important factor of these four, but 
also what is its approximate mathematical relationship 
to its own importance and to that of the others. 
Parental history seems much the most important 
association. Dampness of the house is next; while 
teeth have no association, unless it be in some rare 
and exceptional instance. Tonsils must be judged 
by the amount of sepsis that may have been involved 
in those removed. There appears to be no association 
with scarlet fever, poor home conditions, malnutri- 
tion, or sex. Age shows a very definite association, 
the 12-year-olds having three times as many cases of 
rheumatism as the 5’s, probably because there has 
been much longer time to acquire the infection or 
to feel its effects. 





SURGICAL TREATMENT OF 

OF THE BREAST. 

REVISED MEMORANDUM OF DEPARTMENTAL 
COMMITTEE OF MINISTRY OF HEALTH. 


CANCER 


THE fifth ' of the series of reviews summarising the 
position of modern knowledge and practice in regard 
to different aspects of cancer, now being issued by 
the Departmental Committee on Cancer of the 
Ministry of Health, supplements information already 
given in the third memorandum * of the series by 
incorporating the additional and more exact data 
which the Committee have since obtained. On an 
examination of the literature of the subject, the 
Departmental Committee felt justified in 1924 in 
requesting public attention to the danger of delay 
in obtaining early diagnosis and early surgical treat- 
ment of this form of cancer, and in insisting that 
patients undergoing the complete operation for 
cancer of the breast at an early stage, before the 
disease had spread from the breast, were assured of 
a highly favourable prognosis. These conclusions 
have since been put to the practical test of special 
following-up inquiries by the medical officers of 
health of London, Manchester, Liverpool, Birmingham, 
Sheffield and other large cities, which have demon- 
strated that the results secured by complete operation 
at an early stage are even better, in terms of length of 


*Cancer. V. Circular 716. Ministry of Health, 1926. 





H.M, Stationery Office. 4 
* THE LANCET, 1924, i., 1074. 


subsequent healthy life, than had been demonstrated 
by the literature. Collateral inquiries have brought 
to light other facts of importance in cancer of the 
breast, particularly its association with certain 
antecedent conditions and its duration under circum- 
stances where, for one reason or another, no attempt 
to obtain a radical cure was practicable. 


Natural Course of Untreated Cancer. 

The results of the new inquiries enable the Cancer 
Committee to epitomise the natural course of untreated 
cancer of the breast and the antecedent circumstances 
associated with its origin. Cancer of the breast 
constitutes the largest portion of cancer mortality 
contributed by a single organ amongst women in 
England and Wales, and after the age of 45 it is 
@ very serious factor in the total mortality. In its 
early stages, it is emphasised once again, cancer is 
usually unattended by pain. For many reasons the 
natural duration of cancer of the breast is difficult 
to state with precision. Thus (1) the onset frequently 
cannot be fixed with any degree of accuracy ; 
(2) amongst cases of cancer, even in women of the 
same age and of the same habit of body, some run 
an acute, others a chronic, course; and (3) the age 
at which the patient becomes affected appears to 
exert an influence upon the natural course of the 
disease—cancer probably takes, on the whole, a more 
rapid course in the young person than in the old. 
It should also be added that if cancer of the breast 
supervene during pregnancy or lactation, the course 
of the disease may be abnormally rapid. Although 
for these reasons it cannot be stated precisely, the 
average natural duration of a case of cancer of the 
breast appears to be a little over three years, as is 
set out more fully in Dr. M. Greenwood’s report 
which appeared last July.* 

Recent investigations by Dr. Janet Lane-Claypon 
have demonstrated statistically ‘ that both chronic 
mastitis and a history of injury are of more common 
occurrence in women who subsequently develop 
cancer of the breast than in those remaining 
unaffected. It is the less fertile married women and 
those whose histories disclose the previous occurrence 
of other events and conditions such as acute transient 
mastitis, deformity or abnormality of the breast, and 
perhaps, absence or excessive prolongation of suckling, 
who are more prone to suffer from the disease. On 
the other hand, certain events in the life-history of 
women—such as the period of onset, duration, and 
time of cessation of menstruation, disturbances 
connected with that function and the menopause, 
nature of confinements, &c., some of which have 
been supposed to exert an influence in causation- 
were shown to be no more significant in women 
who afterwards suffered from cancer of the breast 
than in those who did not. This knowledge may open 
up a wide field of investigation whereby develop- 
ment of a cancer may be traced back to its starting- 
point whether this arises by a modification of some 
pre-existing condition of disease or whether it is due 
to some definite change in the character of growth of 
cells which have hitherto behaved in normal fashion. 


Diagnosis and Early Treatment. 

The difficulty in identifying the nature of a mass 
in the breast of a woman of middle or later age is 
frankly admitted. When the disease fairly 
advanced, especially if accompanied by enlargement 
of lymphatic glands in the axilla, the diagnosis can 
usually be made with a great degree of certainty, 
but by this time its complete removal has become 
unlikely. To distinguish between an early cancer 
and a non-malignant condition, before invasion of 
the axillary glands has taken place, recourse has been 
had to excision and microscopical examination of a 
portion of the growth. Experience has shown that 
such a procedure involves a grave risk of dissemination 


1s 


* Ministry of Health. Public Health and Medical Subjects, 

No. 33. A Report on the Natural Duration of Cancer, H.M. 

Stationery Office. 9d. See THE LANcET, July 24th, p. 187. 
*THE LANCET, 1926, i., 618. 
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of cancer cells. Examination of microscopical sections 
during the course of operation has not proved satis- 
factory since masses which are difficult to identify 
with the naked eye are very frequently those which 
display doubtful appearances when examined by the 
rapid method of making microscopical sections, used 
in the course of an operation. The method which 
combines the greatest reliability with the least risk 
is that of incision into the growth at the time of 
operation, the surgeon being guided as to subsequent 
procedure by the naked-eye appearance of the incised 
tumour and employing the fullest precautions, change 
of gloves, instruments, &c., to avoid transference of 
cancer cells to the wound. In early cases, the report 
concludes, the microscope is of little value in diagnosis 
prior to completion of the operation; it is of value 
in confirming the clinical diagnosis made by the 
surgeon prior to and during operation. 

Early surgical operation, the memorandum again 
states, affords the one chance for a patient suffering 
from cancer of the breast. Cases of cancer treated 
only with internal medicines, or external applications, 
or by dietetic methods are not being effectually 
treated. This does not mean that such agents as 
radium and X rays cannot be usefully employed as 
aids to surgery, or in cases in which surgical operation 
is impossible. Decisions on the treatment depend 
on the primary question of the need for operation 
from the standpoint of the surgeon and of the patient. 
The surgeon has to consider (a) whether the condition 
is actually cancerous or threatens to become so; 
(b) whether he can remove the disease completely 
without undue risk to the patient ; and (c) whether 
the patient will be freed from the disease by the 
operation, or, alternatively, what will be the relief 
and the prolongation of life afforded by it. The 
patient’s standpoint is different. She views the entire 
operation (including the anesthetic) with repugnance 
and as a proceeding which, even if completely 
successful in a surgical sense, is an evil of no little 
magnitude. Hence it comes about that with all the 
improvement in surgical technique there has been no 
corresponding increase in the proportion of cases 
which reach the surgeon at a stage of the disease 
when such treatment offers the greatest advantage. 
Investigation has shown that on the average patients 
do not seek medical advice until eight or ten months 
after the growth was first noticed. 

As to varieties of operation, though full weight 
must be given to general improvements in surgical 
technique, it is regarded as indubitable that the 
better results obtained at the present time by operation 
in cancer of the breast depend upon the completeness 
with which the outlying portions of the cancer are 
removed. No means exist for recognising at the time 
of operation the position of these outlying foci, and 
hence arises the necessity for the ‘‘ complete ”’ 
operation. The extent of the operation has increased 
with fuller knowledge of the natural course of the 
disease, so that anything but a wide operation 
involving skin and deep fascia with complete removal 
of the breast, pectoral muscles, and axillary contents 
is almost universally recognised to be relatively, if 
not entirely, useless. This complete operation does 
not add in any significant degree to the risk of the 
operation itself or to subsequent disability. 


Results of Operation. 

The memorandum as revised still regards as the 
most important point to determine the measure 
of success of surgical treatment. The average duration 
of life in untreated patients (little more than three 
years) has been obtained by noting the duration of 
life in a large number of women whose history is 
known from the time when the tumour was first 
noticed until death. No precisely comparable figure 
for patients who have been operated upon can be 
given. Some patients—and under favourable con- 
ditions a large number of them—live for many years, 
and it is difficult for the surgeon to keep in touch 
with them for 10--15 or more years after operation. 
A majority of surgeons have been content themselves 











with reporting percentages of survivals three years 
from operation. The most recent investigation *® of 
patients suffering from undoubted cancer of the breast, 
confirmed by. microscopical examination, shows that, 
with the modern complete operation, 52 per cent. are 
alive and well after a three-years’ interval, 39 per 
cent. after five years, and 30 per cent. after ten years. 
But some of these patients were already in a condition 
that the surgeon could have little confidence that the 
disease would not recur. When the results were 
examined according to the stage the disease had 
reached at the time of operation, it was found that 
of patients subjected to early operation—i.e., before 
the disease had extended beyond the breast itself— 
94 per cent. were alive and well at the end of three 
years, 91 per cent. at the end of five years, and 87 per 
cent. at the end of ten years. Figures for patients 
operated upon at later stages vary with the degree 
of advance of the disease and range from 31 to 38 per 
cent. at three years, 15 to 20 per cent. at five years, 
and 5 to 6 per cent. at ten years. Put in another 
way, it may be said that, on the average, women 
affected by cancer of the breast have, in the absence 
of effective treatment, roughly one-sixth of the 
normal duration of life to look forward to; those 
subjected to the complete operation during the 
comparatively late stage of the disease at which the 
average patient applies for treatment under present 
unsatisfactory conditions have about one-third of the 
normal duration to expect; while those so operated 
upon at an early stage may anticipate approximately 
two-thirds of the normal after-life time. 


Practical Applications. 

About 1 in 4 of all patients undergoing operation 
in large hospitals does so at a stage early enough to 
secure a good chance of cure. In the case of the other 
three, application for treatment is delayed, largely 
through ignorance or fear, to such a late stage of the 
disease that the chances of complete relief are very 
considerably diminished. The proportion of the total 
number of sufferers which undergoes operation in 
large hospitals is not precisely known, though it is 
probably in the region of 50 per cent. What is the 
fate of the remaining 50 per cent.? Some undergo 
operation elsewhere—e.g., in their own homes, 
nursing homes, cottage hospitals, &c.—others attend 
hospital but at a stage too late to admit of any 
attempt at a radical cure, and it is probable that 
a third fraction either fall into the hands of unqualified 
practitioners of one kind or another, or come under the 
care of registered medical men only at the latest 
stage. It may safely be stated that not more than 
1 in 5 or 6 of all victims of this disease obtains the 
best treatment at her command. 

It is highly desirable that every possible means 
should be taken to try to induce all middle-aged 
women who are conscious of any abnormal condition 
in the breast to seek medical advice without delay. 
The memorandum proposes that this should be 
attempted by dissemination of information through 
all suitable channels, such as leaflets, ‘ talks,’’ advice 
by local cancer committees, doctors, health visitors, 
and social workers, and in other ways. Educative 
advice directed towards securing effective treatment 
of those earlier conditions which have been shown 
commonly to precede cancer and to the avoidance 
so far as possible of injury, especially habitual 
injury, would also be of value. 

Intensive efforts on a wide scale are now being 
devoted to the search for the cause or causes of 
malignant disease, but the memorandum sounds a 
note of caution, that the discovery of a cause may 
not necessarily indicate a means of prevention, and 
even though it did, preventive measures couid not 
be expected to secure early results in cancer, since the 
bulk of the evidence indicates that the disease is 
one of slow development due to effective or predis- 
posing causes operating over a prolonged period. 


. ed of Health. 
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COOMBE HOSPITAL CENTENARY. 
CONGRESS AT DUBLIN. 


WE published last week (THE LANCET, Sept. 18th, 
p. 614) a short account of the Coombe Hospital, 
which celebrated its centenary by a Congress at 
Dublin from Sept. l4thto 17th. Amongst gynecologists 
who attended from various parts of the world were 
Prof. J. P. Faure and Prof. A. Couvelaire, of Paris, 
and many others whose names appear below. 

After a brief presidential address from Sir WILLIAM 
SMyYLyY (Dublin), the proceedings opened with a 
paper by Prof. Ess—EN M6LLER (Lund) on the 

Teaching of Obstetrics. 

He described the teaching of obstetrics in Swedish 
universities, where the medical course, he said, was 
from eight to nine years. Of this time the student 
spent four months in intensive study of obstetrics 
and gynecology as an intern, the obstetric and 
gynecological hospital being in each case under the 
control of the university professor. 

Prof. Munro Kerr (Glasgow) pleaded for a 
simplification of obstetric teaching, and urged that 
three months training was adequate to make the 
student a safe obstetrician. He also emphasised the 
importance of antenatal work. 

Prof. J. B. pk LEE (Chicago), describing the course 
of study in Chicago, stated that two of the student’s 
last four years were given to obstetrics, of which 
(apparently) only two or three weeks were given to 
clinical work. The student would see from 8 to 20 
normal deliveries and a few forceps cases, 

Mr. J. S. FAIRBAIRN (London) said that at St- 
Thomas’s Hospital six months were given to obstetrics 
and pediatrics, two months being spent in residence. 
The student saw the patients in the antenatal clinic, 
in the indoor department, and in the postnatal clinic. 


Prof. FLETCHER SHAW (Manchester) said that in 
Manchester a year was spent in theoretical teaching 
of obstetrics, and five months in clinical work, of which 


one month was in hospital. 
made to teach students 
obstetricians. 

Mr. CoMyNs BERKELEY (London) described at 
length the difficulties experienced by obstetric 
teachers in urging the General Medical Council to 
maintain an adequate standard in the teaching of 
midwifery. In his opinion the number of obstetricians 
on the Council should be increased. 


Mr. EARDLEY HOLLAND (London) read a paper on 
the 


No attempt should be 
to become operating 


Unnecessary Induction of Labour. 

He believed that induction of labour for contracted 
pelvis and for so-called prolongation of pregnancy 
was being greatly overdone. An excellent criterion 
of the necessity or otherwise of induction in any given 
case of contracted pelvis was the length of the second 
stage of labour. In a series of 123 cases at the City 
of London Maternity Hospital the length of this 
stage had been less than one hour—in many cases 
only a few minutes—in 63 per cent., and between one 
and two hours in 22 per cent. of the remainder. In 
these cases clearly the induction had not been 
necessary and the patients could have delivered them- 
selves spontaneously at full term. It was well known 
that spontaneous delivery occurred in about 80 per 
cent. of cases of moderate pelvic contraction. As 
regards so-called prolongation of pregnancy, it had 
been the custom of the Hospital to induce labour after 
the prescribed term of 280 days had been exceeded 
by a week or ten days. An analysis of the records 
of 82 cases of this nature had demonstrated that 
induction had been unnecessary in nearly all. Calcula- 
tion from the date of the last menstrual flow gave 
an error of roughly three weeks. 


Subjects under Discussion. 


Other papers read before the Congress included one 
by Prof. Pau WERNER (Vienna), in which he gave his 





results in the treatment of pre-climacteric and climac- 
teric bleedings by irradiation. A paper by Prof. 
MuNRO KERR, stating the case for the lower uterine 
segment Cesarean operation, gave rise to an interest- 
ing discussion. 

Prof. A. DONALD (Manchester) read a note dealing 
with the history of antisepsis and asepsis in midwifery. 
He regarded corrosive sublimate as the most useful 
antiseptic for disinfection of the hands and external 
genitals. Gloves, he thought, gave a false sense of 
security, and he urged the simplification of the 
antiseptic ritual in the homes of the poor, concluding 
with a cogent criticism of the theory of endogenous 
infection. 

Prof. DE LEE read a somewhat provocative paper 
entitled the Pathogenicity of Parturition, in support 
of his thesis ‘*‘ that the function of child-bearing, while 
it may have been intended by Nature at the beginning 
to be a normal, harmless process, has in the modern, 
civilised woman acquired qualities which stamp it as 
pathologic.”’ 

Prof. Lov1sE McILtroy (London) discussed Some 
Problems of Diagnosis and Prognosis in Antenatal 
Work, with particular reference to the association of 
clinical and X ray examination of the pregnant 
woman. 

Prof. H. HINSELMANN (Altona), opening a discussion 
on eclampsia, argued that clinically eclampsia was 
due to a profoundly altered peripheral circulation 
of the nature of angiospasm. The brain, he said, was 
the last organ to be affected, while mortality was due 
to the condition of the heart.—-Dr. J. HENpRy stated 
that of a recent series of 23 fatal cases of eclampsia 
the cause of death in 11 was pulmonary cedema., 
In a series of 100 cases recently treated by conservative 
methods in the Royal Maternity Hospital, Glasgow, 
the number of deaths was 10.—-Dr. GispBon Firz- 
GIBBON (Dublin) laid stress on the value of early 
prenatal care in the prevention of eclampsia. 


The closing paper of the Congress was an essay by 
Prof. BECKWITH WHITEHOUSE (Birmingham) entitled 
a Contribution to the Pathology and Causation of 
Dysmenorrhoea. He distinguished what he called 
‘**aconceptional dysmenorrhcea ’’ from menorrhagia, 
and believed that the former was always associated 
with the expulsion of tissues from the uterine cavity, 
while the degree of pain was dependent on the degree 
of denudation of the endometrium. The tissue 
expelled consisted usually of hyperplastic decidua, 
the hyperplasia probably being due to excessive lutein 
activity. 

Social Functions of Congress. 

The opening ceremony of the celebration of the 
Hospital’s centenary was held on Sept. 14th, when 
there was a reception by the guardians and di1ectors 
of the Hospital at the Royal College of Surgeons. 
The various British and foreign guests were present, 
together with representatives of the medical and other 
professions in Ireland. A welcome to the guests was 
given by the President of the Royal College of Surgeons 
and by the Chairman of the Board of Governors of the 
Coombe Hospital. 


On the following evening a dinner to the visitors 
and to the friends of the Hospital was given in the 
Hall of the Royal College of Surgeons by Alderman 
Hubbard Clark, Chairman of the Board of Governors 
of the Hospital, and Mrs. Clark. About 160 people 
were present. The toast of the Coombe Hospital was 
proposed by Prof. Munro Kerr and a reply was given 
by Dr. Louis Cassidy, the Master. Among the other 
speakers were Mr. A. Fullerton (President of the Royal 
College of Surgeons in Ireland), Rev. T. A. Finlay, 
S.J., Mr. W. Doolin, Mr. Comyns Berkeley, Prof. 
Faure, and Prof. Werner. 


On the evening of Sept. 16th a special performance 
was given at the Abbey Theatre of Mr. Sean O’Casey’s 
play ‘“‘ Juno and the Paycock.”’ Mr. W. B. Yeats, 
one of the directors of the theatre, appeared before 
the curtain after the first act and welcomed the guests 
on behalf of the directors and players of the Abbey 
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Theatre, He said that the play had been chosen for 
performance that week as the directors thought that 
when guests had come to honour the work the Coombe 
Hospital was doing among the poor of Dublin, it was 
suitable to show them a play dealing with life in the 
Dublin tenements. 

On the afternoon of Sept. 15th the guests paid a 
visit to the Coombe Hospital, and on the following day 
were present at a polo match in the Phoenix Park, 
where the Master of the Hospital captained one team. 
On Sept. 17th the Governors of the Hospital enter- 
tained some 300 guests to a garden party at the 
gardens of the Royal Zoological Society. 

The Master of the Hospital and the Chairman, 
with their helpers, are to be congratulated on the 
success of the entire series of celebrations. Favoured 
with good weather all the guests appeared to enjoy 
their visit and spent a happy few days. 





MEDICINE AND THE LAW. 


Drug Addict Obtaining Prescriptions from Several 
Doctors Concurrently. 


A FURTHER stage was reached at the Westminster 
police-court on Sept. 11th in the prosecution under 
the new Dangerous Drugs Regulations (promulgated 
last July) which attempt to restrain drug addicts 
from obtaining simultaneous prescriptions from 
several doctors. As previously stated, it is now an 
offence to obtain heroin and other dangerous com- 
pounds from more than one medical practitioner 
without disclosing the fact of the concurrent treat- 
ment by other doctors. The charge against the 
accused, an Eurasian, aged 44, was that he visited 
various doctors to obtain morphine compounds for 
hypodermic injection. The prosecution alleged that 


he had given the name of Lieut.-Colonel Radley, and 
also that of Colonel Rivett-Carnac, though he was 
in no way connected with the Rivett-Carnac family. 


At the previous hearing the magistrate adjourned 
the case in order to have the evidence of the medical 
practitioners. On the second stage of the case 
several doctors gave evidence. The medical evidence 
was not very fully recorded in the daily press, but 
the Times report summarises the testimony of a 
specialist who stated that he treated the defendant 
partly as a drug addict and partly for an inferior 
degree of asthma. The defendant alleged that he 
had been gassed during the war, and had been treated 
with different morphine preparations in Paris in such 
a manner that he came under the sway of the drug, 
so that a continued supply of it was the only thing 
which would alleviate his condition. The magistrate 
asked one of the medical witnesses what was the best 
thing to be done with the defendant, but the only 
suggestion made in reply was that the defendant 
would be better suited to a drier climate. The 
magistrate (Mr. Gill) was evidently puzzled to know 
how best to deal with the case, and granted a further 
remand to see if arrangements could be made for the 
defendant’s departure from this country. Mr. Gill, 
it appears, observed that the offence was not as 
serious as a case of drug trafficking, and he indicated 
that he was ready to take a lenient course if it could 
be arranged that the defendant should go right away. 
While, however, it may be a convenient solution of 
this new problem to send an Eurasian back to the 
East, it remains to be seen how our magistrates will 
treat. drug addicts who are natives of this country 
and who violate the new Regulations. Probably 
punishment in such cases will be similarly mitigated 
if defendants will undertake to enter some suitable 
institution or otherwise submit themselves to treat- 
ment under proper supervision. Parliament is 
inclined to treat addiction to drugs in the same way 
as addiction to alcohol; for example, a wife can 
now obtain a separation from a husband who is a 
habitual drug-taker in the same manner as if he 
were a habitual drunkard. But it is not certain that 





the public or the police-court magistrates are yet 
ready to accept drug-taking and drunkenness as 
involving identical penal consequences. 


Sale of Milk: Deficiency of Milk Fat. 

In a recent prosecution by the Norfolk County 
Council it was alleged that a farmer had sold milk 
which had the unusually heavy deficiency of 42 per 
cent. in milk fat. The magistrates dismissed the 
case upon what they described as a point of law, but 
it is not unreasonable to suggest that, if the law 
tolerates so large a deficiency, the law must be altered. 
It was pointed out by the prosecution that the 
Regulations made under the Food and Drugs Acts 
provide that, where a sample of milk contains less 
than 3 per cent. of milk fat, the law presumes that 
the milk is not genuine by reason of the abstraction 
of milk fat or the addition of water. The sample in 
this particular case contained as little as 1:74 per 
cent. Therefore the presumption arose that the 
milk was not genuine, the sample containing little 
more than half of the minimum amount of milk fat 
prescribed by the Sale of Milk Regulations. Thus 
the onus lay upon the farmer of proving that his 
milk was genuine. It appeared that, after the sample 
had been purchased, a statement was made to the 
inspector who had purchased it. This statement, 
which was confirmed on oath by the defendant 
before the magistrates, was to the effect that two 
cows in milk had calves, and that the method of 
milking was a partial milking for milk-selling pur- 
poses, the remaining milk being left for the calves. 
The prosecution alleged that this meant that the 
fore part of the milk went to the milk purchasers, 
while the rest, which was the richer in fat, was left 
for the benefit of the calves. The defendant stated 
that he had not been aware until that day that the 
fore part of milk differed in fat value from the 
remainder. He met the adverse presumption of 
non-genuineness by calling witnesses whose evidence 
traced the milk from the time it left the cows to the 
moment when the inspector obtained his sample. 
Under the legal decision in Grigg v. Smith, a case 
heard in the Divisional Court in 1917, milk may be 
proved genuine, even though there has been an 
exceptional course of milking, if it is proved that 
nothing is added or abstracted after the milk is 
taken from the cow. The decision in Grigg v. Smith 
does not countenance the view that it is an offence 
for a farmer to milk his cows in such a manner as 
to leave part of the milk for the calves. This is the 
point to which fresh legislation, either in the form 
of statute or of regulations, should be directed. The 
farmer in the recent case was able to rebut the pre- 
sumption of non-genuineness by proving the history 
of the milk sample and showing that no fat had been 
abstracted and no water added. The chairman of 
the bench of magistrates, while dismissing the prose- 
cution against the farmer (against whom no previous 
complaint had been made), observed that it would 
have been better if the farmer, seeing that his cows 
were feeding calves, had decided not to sell any milk 
from them, This observation might well form the 
foundation of a new legislative standard. The object 
of our Food and Drugs Acts, Milk and Dairies Acts 
and their accompanying regulations is to secure 
that what is sold as milk shall be good milk. The 
standard minimum of 3 per cent. of milk fat value is, 
like any other fixed percentage, an arbitrary figure 
which may require some marginal elasticity in 
administration, since, though Parliament and the 
public rightly insist upon protecting the interests of 
the consumer and particularly the interests of children 
and invalids, the farmer has a right to fair play. 
But it is disquieting to learn that a sample of milk 
containing a milk fat percentage of only 1-74 can 
find its way to the market without penalty. The 
Eastern Daily Press, which published an excellent 
account of the recent prosecution, described the line 
of defence as novel and successful. It is not actually 
novel, and it may be necessary for the legislature to 
provide that it shall not in future be successful. 
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BUDAPEST. 


(FROM OUR OWN CORRESPONDENT. ) 


Responsibility for Venereal Infection. 

A CASE recently heard before the courts raised some 
interesting legal questions. The defendant was an 
officer in the army ; in 1915 he made the acquaintance 
of the plaintiff, who was then a girl of 15, employed 
as bookkeeper by a large private firm, and sexual 
relations began between them, which went on at 
intervals for many years, the officer always promising 
marriage at the end of the war. Whilst on service 
he contracted syphilis and on his return infected his 
fiancée; but their relations continued until two 
years ago, when the man refused marriage. At this 
the girl took legal action, demanding compensation 
for the damage done to her health and for the loss 
she had suffered in not being able to attend to 
her regular work; but the county court refused 
countenance to her claims on the ground that every 
love-relation arises from the common resolution of 
two persons, and therefore any damage arising from 
it must be borne in common. The plaintiff then 
appealed to the High Court, which has annulled the 
decision and has ordered an inquiry into the moral 
life of the girl before she got to know the defendant, 
and has asked for a certificate stating that the captain 
has in fact suffered from venereal disease. The view 
of the High Court is that if the officer was responsible 
for the infection he should pay compensation not 
only for the cost of medical treatment, but also for 
any other pecuniary damage or loss of profit. The 
sentence of the county court, it is suggested, would 
actually reward the man for his immoral conduct. 

An International University at Davos. 

Dr. Eugen Kollarits, lecturer in the University of 
Budapest, who is at present living in Switzerland, 
has put forward an interesting plan for an inter- 
national university at Davos. His idea is that the 
professorial staff, as well as the students, should be 
recruited from the citizens of all civilised nations, 
and this, he hopes, would do something to bridge 
the international gulfs left by the war. At the high 
altitude of Davos students in the early stage of 
pulmonary tuberculosis could go on with their work 
under favourable conditions and in healthy surround- 
ings, far away from the dusty air of the big cities 
where universities are generally situated. There would 
be admirable facilities for sport, and Davos, which 
has a resident population of 10,000, seems to be an 
excellent place at which to set up such a university. 
Dr. Kollarits suggests that the League of Nations 
should undertake its foundation; the 30 or more 
countries which are members of the League could 
contribute to the cost without any great effort. 

Inoculation against Measles. 

The Mayor of Budapest has issued an order dealing 
with the collection of serum from patients convalescent 
from measles. The order requires that hospitals 
which accommodate such patients, and also private 
practitioners, shall take blood from children over 
1 years of age who show no signs of tubercle or 
syphilis. The blood is to be collected between the 
seventh and ninth days after the fever has subsided, 
and will at once be sent to the city’s public laboratories, 
where every specimen will be tested by the Wasser- 
mann reaction, regardless of its origin. Half the 
serum thus collected will be placed at the disposal 
of practitioners for the prophylactic inoculation of 
families in which a case of measles has occurred. At 
present so little blood is available that the laboratories 
can only give supplies of tested serum to those doctors 
who have themselves contributed to the stock. Before 
taking blood or giving protective inoculations the 
consent of the children’s parents has to be obtained. 

Prophylaxis and Treatment of Scarlet Fever. 

Prof. Kornél Preisich recently gave an address to 
the Medical Society in which he said that, in his 
own experience, the primary negative Dick test does 





not mean unconditional immunity ; he has seen the 
occurrence of scarlet fever shortly after a primary 
negative Dick test, and also in a child who had been 
immunised but was not quite Dick-negative. In 
many cases, he points out, it is exceedingly difficult 
to make the reaction negative, and it is more difficult 
to do this with vaccine than with toxin. Both vaccine 
and toxin often give rise to fever, passing away within 
24 hours, and not infrequently produce a scarlatini- 
form erythema. He has also seen cases in which 
children have fallen ill with scarlet fever on the first 
day of the test, which seems to corroborate the view 
that the administration of toxin makes the disease 
come out whilst it is still in the stage of incubation. 
Whether in these cases it would have developed 
without this provocation remains an open question. 
Before making an inoculation the subject should 
always be thoroughly examined to make sure that 
there is no rise of temperature, or redness or discomfort 
of the throat. So far as therapeutics are concerned, 
Prof. Preisich considers that antitoxic serum, prepared 
with specific streptococci, is very efficacious. In 
cases which are serious at the outset, the administra- 
tion of 10 ¢c.cm. of serum causes a remarkable change 
in the condition ; in 24-48 hours the rashes fade away 
and the fever is reduced, and does not reappear. Its 
prompt action is reminiscent of the effects of serum 
in diphtheria, and the treatment appears to influence 
desquamation and obviate complications. The only 
disadvantages are that the site of inoculation is painful 
for one or two days and the possibility of serum 
sickness. Prof. Preisich is in hopes that ‘the wider 
use of this serum will rob scarlet fever of its terrors 
and considerably reduce the mortality ; but the price 
is at present so high that its general use is impossible. 


PARIS. 


(FROM OUR OWN CORRESPONDENTS. ) 


French Mortality in 1925, 


THE statistician of the National Committee for 
Defence against Tuberculosis states that the death- 
rate in France has risen during 1925. Infantile 
mortality has been slightly greater; infectious 
diseases in Paris show some recrudescence ; cancer 
is steadily increasing, and the figures show that 
malignant disease is tending to become as fatal to 
men as to women. Cerebral hemorrhage and softening 
have become considerably commoner, and so have 
organic disease of the heart and cirrhosis of the liver. 
On the other hand, tuberculosis and affections of the 
respiratory tract show a certain decrease. 

Malaria and Tuberculosis. 

Marcou-Mutzner, of Ajaccio, reports that antagonism 
between malaria and tuberculosis is common in 
Corsica. When the diseases occur together the 
tuberculosis is apt to assume a protracted, sclerotic 
form, and there seems to be no reason why use should 
not be made of this fact in therapeutics. of 
tuberculosis could be inoculated with Plasmodium 
vivax, when improvement might result from activa- 
tion or shock therapy densensitising the tissues to 
the tubercle bacillus. 

The Designation of Dentists. 

French dentists demand to be called doctors in 
dental surgery as soon as they have completed the 
regular undergraduate work at the French universities, 
but physicians insist that no specialist shall receive 
official designation until he has finished the general 
courses in medicine required of all graduates and 
think that the present title of surgeon-dentist should 
be maintained. The question is being considered by 
the Ministry of Public Instruction. 


Cases 


Removal of Adenoids. 

Prévot, of Marseilles, employs a special technique 
for removing adenoids in patients of more than 
5 years old. The pharynx and anterior surface of 
the soft palate are first anewsthetised by spraying or 
swabbing with 10 per cent. cocaine. A curved needle, 
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mounted on a 10 c.cm, syringe containing a 1 in 200 
solution of novocaine, is then passed through the 
anesthetised soft palate and the adenoid growth is 
infiltrated with the novocaine solution, which is 
injected at five points, effectively covering the 
adenoid area. Five minutes after the local infiltration 
the adenoid may be painlessly removed by curettage. 
Homes for Mothers. 

With the object of reducing infantile mortality 
a group of Deputies has laid before the Chamber 
a Bill obliging departments to establish homes for 
mothers. It is recommended that one or more of 
these institutions should be set up in every department 
as an annexe to the lying-in hospitals. They are 
intended for all women partly or wholly breast-feeding 
their new-born babies, and also for those who wish 
to keep their confinement a secret. Pregnant women 
whose condition requires special care would be 
admitted under exceptional circumstances, and it is 
intended that mothers should remain in the homes 
for as long as their own or their babies’ health may 
make it desirable. They would receive a daily allow- 
ance, and the fact that they were in hospital would be 
no obstacle to their receiving payments to which the law 
entitled them. 

Death of Two Physicians. 

The death is announced of Prof. C. Oddo, well 
known for his work in pathology and clinical medicine 
at the University of Marseilles, and author of works 
on spinal and medullar affections, emergency medicine, 
and occupational accidents. 

Dr. Georges Thibierge, who died on August 24th, 
was one of the most brilliant French dermatologists. 
He edited the Annales de Dermatologie, and was 
President of the French Society of Dermatology, and 
Secretary of the Society of Legal Medicine. 

Congresses and Post-graduate Courses. 

The Thirteenth International Congress of Hygiene 
will be held from Oct. 19th to 21st at Paris under the 
presidency of Mr. Henri Martel. Applications for 
membership will be received by Mr. Bossus, 
142, Boulevard de Montparnasse, Paris, 14° 

The Thirty-fifth French Surgical Congress will be 
held at the Faculté de Médecine, Paris, from Oct. 4th 
to 9th. Jean Louis Faure will preside. 

Dr. Gunsett, director of the cancer centre at 
Strasbourg, has organised a course dealing with the 
practical details of diagnosis and treatment of cancer. 
It will last from Oct. 18th to Nov. 6th, the number of 
students is limited and there are few vacancies left. Par- 
ticulars from Dr. Gunsett, HOpital Civil, Strasbourg. 

A course in radiology will be given by Béclére from 
Oct. 18th to Nov. 13th at the Curie Foundation with 
supplementary practical work at the Hdpital St. 
Antoine. Applications to Dr. Solomon at the hospital. 

Journées Médicales are to be held at Montpellier 
from Nov. 4th to 6th. Information may be had from 
Dr. Desfour, 8 rue Emile Zola, Montpellier, Hérault. 

A course in cardiology will be given from Oct. 11th 
to 27th by Dr. Laubry and his associates. Application to 
Mr. D. Routier, Hépital Broussais, 96 rue Didot, Paris. 

A Sanatorium at Havre. 

A new institution has been opened at Havre for 
those damaged by asphyxiating gases during the war. 
It will also take cases of tuberculosis, for which there 
are only some 15,000 beds available in France to 
serve 680,000 sufferers. The new sanatorium has been 
erected by private subscription and it is hoped that 
similar efforts may be made in other places. 

A new hemocytometer, devised by Dr. Bécart, con- 
tains cell-count pipettes in which dilution is made easier 
and more exact by means of a supplementary air 
chamber, pierced by a hole. The orifice is closed by 
the finger during aspiration, ascent of the column 
of liquid being immediately arrested by removing 
the finger from the hole. The diluting chamber ends 
in a capillary lumen, which adds still further to ease 
and exactness. 

The Paris Court of Appeals has issued a decision 
making it clearly illegal to publish and sell notes of 





lectures delivered by professors attached to medical 
or other faculties. This is a sequel to an action taken 
by several professors against a person who offered 
notes in medicine and pharmacology for sale to 
students. A fine was inflicted. 


Dr. Pagniez has reported to the Société Médicale 
des Hépitaux de Paris a colour reaction given by the 
urine in cases of spirochetal jaundice. An emerald- 
green colour develops when the urine is treated, 
as in testing for albumin, by heat and acetic acid, 
and this reaction is said to be specific. 


Prof. Cunéo, especially known for his work in bone 
surgery, has been sent by the French Government to 
Colombia where he will give addresses on surgery. 


The price of bread is not always rising in France, 
and in Paris the official price is now 2.55 francs per kilo. 
The proportion of foreign wheat which may be mixed 
with French wheat, for making flour, is prescribed at 
40 per cent. Following the slight reduction of the 
official price bakers at St. Malo have declared a strike. 
A grain census is to be taken and grain stocks registered. 





IRELAND. 


(FROM OUR OWN CORRESPONDENTS.) 


Public Hospitals and Medical Fees. 


Dr. A, D. Clinch, one of the medical inspectors of 
the Department of Local Government and Public 
Health, held a severe inquiry last week at Scariff 
District Hospital, co. Clare, into complaints which 
had been made that the medical officer had demanded 
fees from patients treated in the hospital. It appears 
that it is the custom for well-to-do patients to pay 
the full cost of their maintenance in the hospital, 
and the medical officer holds that in such cases he is 
entitled to charge a reasonable fee for his services. 
In this view he is supported by the medical profession 
of the county. On the other hand, certain members 
of the county board of health maintain that the 
medical officer is paid a salary to cover attendance 
on all patients admitted to the hospital, and that no 
fee should be charged for treatment given in a public 
institution. Two patients gave evidence that they 
were willing to pay the doctor a fee, but that they 
thought the fee he demanded was excessive—the 
principle of payment being thus conceded. They 
were cross-examined as to their means, while the 
medical officer denied having refused treatment to 
any patient on the ground of a fee, or the right fee, 
not being forthcoming. The inspector gave it as his 
personal opinion that a doctor could properly accept 
pts from a patient who was liable for full maintenance 

rges. 
Merb s+ Royal Victoria Hospital, Belfast. 

The Governor of Northern Ireland will inaugurate on 
Oct. 20th the new extensions which have been under erection 
for over three years, and are now complete. They include 
two new units with 80 beds, a new nurses’ home, three new 
operating theatres, several new class-rooms, additional 
accommodation for the ophthalmic, radiological, dental, 
and other departments, and a new mortuary. The cost has 
been approximately £119,000. 


Belfast Mental Hospital. 

The annual report of the Belfast Mental Hospital for 
1925 shows that there were 1260 patients under treatment 
during the year—632 males and 628 females. The most 
prevalent form of mental disorder was melancholia (28-3 per 
cent.), followed by primary dementia (15 per cent.); there 
were 25 cases of general paralysis of the insane—20 males 
and 5 females. The most potent factor in causation was 
found to be a faulty heredity, the other chief causes being 
mental stress, the critical periods, and syphilis. Alcoholic 
excess was found to be a contributory cause in 7-1 per cent. 
of the admissions, and in 6 cases it was believed to be the 
principal cause. Great attention was paid to the employment 
of patients, both male and female, the benefit of which 
“cannot be overestimated.’’ The report calls attention to 
the need for the revision of the Lunacy Laws, and anticipates 
important assistance in this matter from the report of the 
Departmental Commission in Lunacy Reform. It regards 
early treatment without loss of liberty as one of the most 
important measures. 
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Public Health Serbices. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 

THE following are some of the health statistics of 
the cities of Edinburgh and Newcastle-upon-Tyne for 
the year 1925 :— 
Death- 
rates 


per 1000 
births. 


Death-rates per 
1000 of the 
population. 


Name of ee 
city. a5 


Birth-rate. 
All causes. 
Heart 
disease, 


Infant 
mortality. 


| 
| 
| 
| 
| 
| 
| 
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Estimated mid-year 
population (R.-G.). 
Tuberculosis. 
Cancer 
Materna 


~ | from 
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Edinburgh 


Newcastle- 


upon-Tyne.. 286,300 21-6 13-6 1°55 1°31 
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z 
-) 
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Edinburgh. 

Dr. William Robertson reports a widespread 
prevalence of scarlet fever during the year. There 
were 2351 notifications with 62 deaths, and the disease 
was most prevalent during the last quarter of the 
year. Usually about 90 per cent. of the cases are 
removed to hospital, but during 1925 domiciliary 
treatment was encouraged when the circumstances 
were suitable and only 82 per cent. were removed 
to hospital. Following the Leith experience the stay 
in hospital has been reduced to four or five weeks. 
A puzzling outbreak occurred at a large boarding 
school for boys and appeared to be due to a “ carrier ”’ 
member of the staff, from whose fauces the Strepto- 
coccus hamolyticus was recovered. The scheme for 
the immunisation of school-children against diph- 
theria has been continued without a single untoward 
result, and has been extended to children of the 
pre-school age. The supply of insulin by the health 
department was begun on May 6th, 1924. About 
100 phials are now given out every month, each 
containing 100 units. The total cost to the depart- 
ment after allowing for repayments has been about 
£100. Good results are reported from the use of 
mercury-vapour lamps for convalescents from 
measles and whooping-cough at the City Fever 
Hospital ; and a mercury-vapour lamp and four open 
arc lamps have been installed at the surgical tubercu- 
losis annexe, also with apparent success. Efforts to 
secure greater cleanliness of milk are being continued, 
following on the milk competitions of the last two 
years. An illustration given in the report of 12 discs 
of cloth, through each of which 1 pint of milk has 
been filtered, shows an extraordinary variation in 
the dirt content. The City Council have decided to 
establish a tubercle-free herd at their farm for the 
supply of milk to the city hospitals. In order to get 
early information of cases of food poisoning the City 
Council has decided to pay a fee of 2s. 6d. to any 
medical practitioner for the immediate notification of 
such cases, 

Dr. Robertson expresses his regret that with a view 
to the prevention of tuberculosis the slum problem 
was not taken in hand before any other housing 
scheme. Within the past three years two clearance 
schemes have been undertaken by the municipality, 
one in the Cowgate and Grass Market and the other 
in Leith. The condemned houses have had to remain 
in occupation owing to the slow progress made in 
providing alternative houses for the slum occupiers. 
Many of the slum dwellers show reluctance to leave 
their haunts and remove to a greater distance from 
their work. Alternative housing is under considera- 
tion for the third and largest improvement scheme 
in connexion with the S. Leonard’s area. ‘ The 
economic situation,’’ says Dr. Robertson, “ places a 
damper on housing ideals.’’ Well-considered schemes 





of house-ownership make a strong appeal, and much 
more could be done to relieve the housing situation 
under the Small Dwellings Acquisition Act if local 
authorities would embark upon publicity compaigns. 
At present few people understand how to proceed. 
Dr. Robertson also favours the establishment of 
a decent municipal hostel where unmarried working 
men could be boarded for 25s. per week. The new 
two-flatted houses with their provision of con- 
veniences and surrounding space and opportunities 
at hand for recreation must be of extraordinary 
benefit to the younger generation when compared 
with the lofty tenements with their gloomy, ill- 
ventilated stairs, their facilities for the spread of 
infectious disease, and their aggregation of dwellings 
without adequate conveniences. Antenatal clinics 
are held at nine centres and the mothers of 32 per 
cent. of the infants born received some antenatal 
supervision during 1925. No damage to the eye was 
recorded from ophthalmia neonatorum. 

Dr. John Guy, the tuberculosis officer, reports that 
the death-rate from pulmonary tuberculosis has 
remained practically stationary during the last five 
years, and he thinks this is due to the unsatisfactory 
state of industry. Dr. W. T. Benson states that the 
systematic immunisation of the nursing staff at the 
fever hospital against diphtheria, which was initiated 
in 1922, is being continued with very satisfactory 
results. Of the five nurses who contracted diphtheria 
during the year one had been proved susceptible but 
had not yet been immunised, three developed the 
disease within six weeks of the completion of the 
immunising course, and the fifth had a very mild 
attack one year afterimmunisation. All five recovered. 
Owing to the fact that immunity may take several 
months to develop, Dr. Benson thinks it would be 
better for the nurses to be immunised six months 
before taking up their hospital duties. The number 
of nurses who contracted scarlet fever was 15, and 
an attempt is being made to immunise those who 
are shown to be susceptible by the Dick test. Dr. 
W. T. Gardiner, the otologist, has been able to reduce 
the stay in hospital of both scarlet and diphtheria 
patients. During the year he performed 28 mastoid 
operations and did 125 removals of tonsils and 
adenoids. 

Dr. David Lees shows that the attendance at the 
V.D. clinics continues to improve, thus the percentage 
of those who completed their treatment until con- 
sidered to be cured during the last six years was as 
follows :— 
1920 .. 
1921 .. 
1922 .. ” 1925.. 
The attempt to deal with the 
confidential correspondence has not proved very 
successful, but in dealing with female defaulters 
the follow-up work of the child welfare depart- 
ment has been valuable. Excluding cases treated 
at the Royal Maternity Hospital about 16 per 
cent. of the patients require in-patient treat- 
ment, and more bed accommodation is needed 
especially for married women and children. The 
attendances per new patient numbered 26. This may 
be compared with the figure of 36 for London, but the 
London report for 1925 gave no figure for the 
percentage of default, which in Edinburgh reached 
the low level of 11:3 during 1925. An appreciable 
amount of the Edinburgh default consists of seamen 
who must rejoin their ships. Patients are coming 
for treatment at an earlier stage of the disease. 
Gonorrhea patients do not seek treatment as readily 
as syphilitic, perhaps because syphilis is regarded 
more seriously and the treatment of syphilis is more 
reliable and efficient. An increasing number of cases 
of vulvo-vaginitis was noted in 1925, and emphasises 
the need for personal cleanliness by patients with 
regard to towels, sponges, &c. Dr. Lees says with 
our present knowledge ophthalmia neonatorum can 
be stamped out. 

The daily sale of ‘‘ designated *’ milks in the city 
amounts to 248 gallons of ‘ certified,’ 72 gallons of 


1923.. 
1924.. 


60-0 per cent. 
74-0 
81-5 


84-4 per cent. 
88-1 
88-7 


” 


” 


defaulters by 
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Grade A (tuberculin-tested), 2 gallons of Grade A, 
and 5815 gallons of pasteurised, a total of 6137 gallons. 
The daily consumption of ‘ non-designated ’’ milk 
amounts to 15,298 gallons, of which 3089 are sold in 
bottles. The cow population of the city byres is 
about 4300 and, among these, 15 cases of tubercle 
of the udder and 11 of advanced tuberculosis were 
found during 1925. Of 74 samples of mixed milk 
examined for tubercle, 6 gave a positive result equal 
to 8:8 per cent. The average percentage of tuber- 


culous milk samples for the last eight years is approxi- 
mately 8-6 per cent., exactly the same as that for the 
city of Manchester during the last 14 years. 


Newcastle. 

Dr. Harold Kerr reports that 206 cases of encepha- 
litis lethargica have been treated in Newcastle 
between 1919 and 1925. Of these, 68 died, 60 were 
left with mental or permanent nervous impairment, 
64 recovered, and 14 have removed to an unknown 
address. The special work of Dr. Neil Maclay, the 
oto-rhinologist, visiting at the city fever hospital, 
has now been carried on since 1921. Sixteen per cent. 
of the scarlet fever cases have developed nose or ear 
infections with occasional mastoid involvement. 
Thirty-three cases needed operation and their stay 
in hospital averaged only 14 days from the develop- 
ment of the complication as compared with 25 days 
in the case of those treated by conservative methods. 
Dr. S. J. Clegg has continued the use of prophylactic 
vaccines prepared from organisms present in the nasal 
and ear discharges of scarlet fever patients. Of 
337 cases treated on admission with these vaccines, 
10 per cent. developed nose or ear discharge, while 
of the remaining 699 not so treated 19 per cent. 
developed one or other of these complications. The 
searlet fever antitoxin obtained from horses on 
similar lines to diphtheria antitoxin has been tried, 
and appeared to give unusually good results in severe 
septic cases. A further prophylactic measure used in 
the diphtheria wards has been the inoculation of 
patients with ordinary polyvalent anti-streptococcus 
serum, and this appears to have been successful in 
preventing ‘‘ cross ’’ infection with scarlet fever. The 
Schick test followed by immunisation when necessary 
is used for all members of the staff in the diphtheria 
pavilions. The ‘“ Dick ’’ reaction has also been used 
experimentally but has not yet become a routine 
measure. The average stay in hospital for scarlet 
fever cases is now 37-3 days, as compared with 56 days 
less than 20 years ago, and there is no doubt, says 
Dr. Kerr, that much of this shortening is due to the 
advance in vaccine and serum therapy. Little use 
is now made of chemical disinfectants, the expenditure 
for the year on this item being only £62, of which 
£16 was for the hospitals. Reliance is chiefly placed 
on steam disinfection of bedding, clothing, &c., and 
on thorough cleansing. 

The V.D. clinic is established in the skin depart- 
ment of the Royal Victoria Infirmary under the 
charge of Sir Robert Bolam. There is a drop in new 
cases, especially syphilis. Thus in 1921 there were 
534 new cases of syphilis and in 1925 only 286. The 
figures for gonorrhcea and soft chancre were 489 
and 40 respectively in 1921, and 466 and 34 in 1925. 
The attendance per case has risen from 10-9 in the 
earlier year to 17-4 in the later. The irrigation 
station is largely used. Thirty-nine per cent. of 
patients ceased to attend before treatment was 
completed (the Edinburgh figure was 11-3), and of 
these 475 out of 588 defaulted before their first course 
of injections was completed. The notifications of 
ophthalmia neonatorum have fallen from 116 in 1920 
to 50 in 1925. Of 321 registered blind persons in 
Newcastle to-day 71 are stated to have been blind 
from birth, but there are only three blind children 
under 5 years of age. 

The number of antenatal sessions has been increased 
from 74 in 1920 to 319 in 1925. The medical officers 
who preside at these sessions are chosen from among 
the practitioners who specialise in gynecology and 
whose ability to deal with this class of work is par- 





ticularly reliable. The maternal mortality from 
childbirth has fallen from 3-3 per 1000 births in 192] 
to 2-9 in 1925, the English rate being about 4. These 
comparatively satisfactory figures are largely due to 
the work of the Princess Mary Maternity Hospital 
which deals with about one-third of all the births in 
the city. The remaining two-thirds of the births are 
managed in about equal proportions by medical 
practitioners and midwives. Since 1921, when in 
the name of economy the number of health visitors 
was reduced from 20 to 12, there has been a gradual 
recovery and there are now 18 health visitors. 
Voluntary workers play an important part and run 
a nursery school at St. Peter’s Centre and propose to 
establish similar schools in two other centres. 

Dr. Kerr draws attention to ‘the inevitable 
increase in tuberculosis that follows within a couple 
of years or so of a period of financial depression.” 
Thus the rate from pulmonary tuberculosis which was 
1-25 in 1921, 1-14 in 1922, and 1-10 in 1923, rose 
to 1:12 in 1924 and 1-20 in 1925. There are not 
enough patients in the curable stage to fill the beds 
at Barrasford Sanatorium, whilst there were too 
many for the 62 beds for advanced cases at Walker 
Gate. To meet the latter want another pavilion 
was added for advanced cases in 1922. The health 
committee leases 30 beds at Stannington Sanatorium 
for children where the average stay for boys was 
313 days and for girls 199. Most of the surgical 
tuberculosis is dealt with by the general hospitals 
and the health committee will in the near future 
have to face the establishment of a special institution 
for surgical tuberculosis or the subsidising of one or 
more of the general hospitals. Out of 372 samples of 
milk examined for tubercle 29 (equal to 8 per cent.) 
gave a positive result. 

Newcastle consumes daily 10,000 gallons of milk 
equivalent to a small teacupful per head of the 
population. Only 1500 gallons are produced in the 
neighbourhood ; the remainder comes from Cumber- 
land, Westmorland, Dumfriesshire, and Ayrshire, and 
a small amount from Northumberland. From 400 
to 500 gallons of graded milk are sold, of which 
30 are ‘‘ certified’? and the remainder ‘‘ Grade A 
(tuberculin tested).’’ The only two institutions in 
the city which use graded milk are the Fever Hospital 
and the open-air school. 

A more satisfactory addition has been made to the 
housing accommodation during the past year, 1177 
houses having been completed and many hundreds 
being under construction at the close of the year. 
Private enterprise contributed 385 of the total. 
In spite of this improvement there is still gross 
overcrowding, profiteering by sub-letters, and the 
exploitation of so-called furnished lodgings. 
A beginning has been made with the clearing of one 
of the three condemned areas. Dr. Leonard Hill’s 
kata-thermometer is being used with success for 
improving the ventilation of cinemas and theatres. 
Eighty-four tests were made in 37 buildings. The 
only buildings which gave a satisfactory result were 
16 cinemas in which a mechanical system of ventilation 
was installed. 





POLIOMYELITIS IN LEICESTER. 

THE outbreak of acute poliomyelitis in Leicestershire 
affects both the city and county. As far as the city 
is concerned Dr. C. Killick Millard informs us that 
the first case was reported in May. This was followed 
by isolated cases until in August a sharp increase 
occurred, and during that and the present month 
over 40 cases have been reported, while additional 
cases have been discovered by the health department. 
The majority of the cases have been, as usual, in 
children under 5, but there have been a considerable 
number in older children and several cases in adults. 
There have been some half dozen deaths, chiefly of 
the fulminating type, the cases proving rapidly fatal 
within a few days of the onset. Cases have been 
admitted to the Leicester Royal Infirmary and a 
special ward has now been opened at the City Isolation 








THE LANCET, } 


PUBLIC HEALTH SERVICES. 


(Serr. 25, 1926 679 








Hospital. So far not more than a single case has 
occurred in any one house, and these have been widely 
scattered all over the city. Careful investigations 
have been made, but, so far, practically no connexion 
between the cases has been traced. Hitherto, this 
disease has caused little trouble in Leicester, the 
largest number notified in any one year since the 
disease was made notifiable was 12 in the year 1924. 
Under normal] conditions however, Dr. Millard adds, 
it is probable that a good many cases escape notifica- 
tion, the disease being so rare than medical men 
forget that it is notifiable. At the present time all the 
medical practitioners having been circularised as to 
the existence of the outbreak cases are, no doubt, 
coming to light which normally would not be recognised 
or reported. 





SCHOOL MEDICAL SERVICE. 
THREE LARGE TOWNS. 


No. of Percentage 
AV. No. of | special of children 
Name No. elem.) routine examina- found on 
of on schoolchildren’ tions routine 
town. roll. atten-  exa- and re- examination 
dance. mined. | inspec- requiring 
tions. treatment. * 
Bristol 54,477 46,393 17,970 $4,287 15°5 
St. Helens 20,328 17,953 5,905 13,163 42°3 
Nottingham 40,996 35,118 13,138 | 25,966 14°9 


| 
* Excluding dental defects and uncleanliness. 
Bristol. 

THE report of Dr. R. A. Askins for 1925 to the 
Education Committee shows the existence in Bristol 
of close coéperation between the infant welfare 
department and the school medical service, ensuring 
a valuable continuity of medical history. Sixty-two 
children were referred from the department to the 
school eye clinics on account of squint. Dr. R. R. 
Garden gives an account of the orthoptic treatment 
of concomitant squint. He comments on the serious 
loss of sight which results from neglected unilateral 
convergent squint of the concomitant type and 
emphasises the need for treatment in the earliest 
stages. In six early cases the squint had existed only 
a short time and the mere wearing of suitable spectacles 
was sufficient to effect a cure. In 22 cases where there 
was serious impairment of vision in the squinting eye 
orthoptic treatment had been given for some months 
with the results that, in 12 cases, vision had been 
restored to normal or to within one line of normal 
(Snellen or picture test types), as compared with the 
fixing eye. In 10 cases the vision was markedly 
improved. There is also a scheme in Bristol whereby 
expectant mothers and children under 5 years of 


age have dental treatment at the school clinics. The 
Education Committee maintain two schools for 


feeble-minded children and the total number on the 
registers at the end of the year was 246. Thirty-seven 
cases were notified under the Mental Deficiency Act 
to the local committee during the year—16 boys and 
21 girls. Dr. Garden relates in detail 40 cases of 
encephalitis lethargica and its sequele with their 
condition in February, 1925, and again in February, 
1926. The changes for better or worse, which some 
of these children show, suggest that those are right 
who regard the late symptoms as not really residua or 
after-effects, but signs that the acute disease is 
followed in many cases by a chronic stage. The 
interesting section by Dr. J. Morrison at the end of 
the report on the influence of environment in the 
causation of rheumatic heart disease is dealt with 
on p. 659 of this issue. 


St. Helens. 
Dr. Frank Hauxwell’s report shows that the work, 
so far as the existing facilities admit, has been well 
carried out, and 84-1 per cent. of defects referred for 


treatment received it during the year. Those respon- 














sible for the welfare of the children in St. Helens have 
been slow to appreciate the value, both socially and 
economically, to the community of providing special 
facilities for weakly and abnormal children. The 
percentage of parents attending medical inspections 
is a fair index of the interest taken by the lay public 
in the medical work, and Dr. Hauxwell states the 
attendance of parents has always been poor. A bold 
policy often stimulates public interest,and the adoption 
of the plans for the first open-air school and for the 
new orthopedic scheme will certainly benefit both 
the children and the community in general. The 
bogy of the parents’ objection to special schools for 
the feeble-minded has been exposed in many urban 
districts and should not deter a trial in St. Helens. 
Dr. Hauxwell attributes the falling off in the general 
health of the children to industrial depression and 
bad housing, aggravated by improper 
and the prevalence of infectious diseases (measles 
and whooping-cough). A table giving percentages 
of malnutrition in each year since 1920 shows that 
during the coal strike year 1921 when 1,537,576 meals 
were supplied to school-children, the malnutrition 
figure fell to 0-6 per cent., as against 1-5 per cent. 
in the previous year. This was the lowest percentage 
of any of the five years, which may be used as an 
argument for the necessity of arousing the interest 
of parents in the welfare of their children. Communal 
meals and libations of cod-liver oil cannot permanently 
do away with the responsibilities of parents or make it 
less essential for them to master the fundamentals of 
home hygiene. 


feeding 


Nottingham. 

Dr. E. M. Wyche looks upon his report as an annual 
stocktaking, a sort of index of departmental efficiency 
and progress. And he succeeds in holding the interest 
not only of the specialist but also of the layman when 
he sketches out the special needs of the locality, the 
circumstances which have shaped the policy, and 
the degree of success already obtained. His whole- 
hearted belief in Nature’s therapy of open-air and 
sunlight is justified by the results obtained at the 
six open-air schools of the city and the new open-air 
school at the Arboretum, which is the last word in 
such things. Dr. Wyche rightly holds that while the 
ideal must still be aimed at yet the love of fresh air, 
sunlight, and cleanly habits can be instilled all day 
and every day at every school. The personality of 
the head teacher and his interest in the welfare of 
the children is a large factor in the promotion of school 
medical work, but zeal in the medical officer begets 
enthusiasm in both teachers and parents, and there 
is no branch of school medical work in Nottingham 
which lags behind. The method of ascertainment of 
defects is set out in the report; cases for removal of 
tonsils and adenoids are carefully sifted, and weakly 
children are toned up by exposure to ultra-violet rays 
for a few weeks prior to operation, after which they 
remain in hospital for two days. lIonisation is the 
accepted method in treating discharges from ears and 
noses, and increased facilities for dental treatment are 
being provided. The orthopedic scheme is now in 
working order and promises well, though the shortage 
of hospital schools is a difficulty. Dr. Wyche believes 
that, apart from hereditary tendency to myopia, this 
defect is definitely arrested by residence in an open-air 
school. The sifting of all abnormal children, each into 
the special school or class designed for his peculiar 
needs, be he blind, deaf, cripple, or feeble-minded, is 
thorough. For instance, all 7-year-olds are submitted 
by the head teacher to standardised tests for intelli- 
gence, and there are 37 classes for dull and backward 
children alone. 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
DURING THE WEEK ENDED SEPT. 11TH, 1926. 
Notifications.—The following cases of infectious disease 

were notified during the week :—Small-pox, 106 (last week 

79): scarlet fever, 1275; diphtheria, 863; enteric fever, 

74; pneumonia, 413; puerperal fever, 51 ; 

fever, 6; acute poliomyelitis, 53 ; 


cerebro-spinal 
encephalitis lethargica, 
(Continued at foot of next page.) 
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Correspondence. 


“ Audi alteram partem.”’ 


PASTEURISATION OF MILK. 
To the Editor of THE LANCET. 


Srr,—So far as I am aware, not the most ardent 
advocate of pasteurisation fails to recognise and insist 
that pure raw milk is the best. But the whole point, 
the sole foundation, for the advocacy of pasteurisa- 
tion, lies in the simple well-ascertained fact that pure 
raw milk is not available in this country for the 
people. Even Grade A Certified Milk does not comply 
with this simple definition. Such milk, under the 
Order, may contain 30,000 bacteria per c.cm., and 
the colon bacillus in less than 0-1 c.cm, 

I find it difficult to understand what 
McLachlan means by the following sentence :— 

** Curdling is still looked on as the signal of milk going 

bad, and the public should be educated not to drink products 
which are totally unfit for consumption, simply because there 
is no clot.” 
Surely he does not wish to imply, as one might 
imagine from the context, that pasteurised milk 
is totally unfit for consumption. And, again, he makes 
a reference to enzymes which he affirms are destroyed 
by pasteurisation, and says ‘‘ there is no justification 
for removing them unless some definite advantage 
is gained thereby.’’ The definite advantage gained 
by pasteurisation is that it renders milk safe. It 
seems certain that Marcelin would very much have 
preferred to partake of a meal which needed four 
hours for digestion, knowing it to be safe, than one 
which required half an hour less, but contained 
dangerous ingredients. 

Mr. McLachlan’s statement that— 

‘* during ‘ pasteurisation ’ the lactic acid, but not the putre- 
factive or sporulating, bacteria are destroyed, with the result 
that the milk may go bad without curdling if kept for any 
length of time.” 

contains an error which was corrected Many years 
ago. I.refer Mr. McLachlan to work done for the 
Bureau of Animal Industry of the U.S. Department 
of Agriculture by S. Henry Ayers and William T. 
Johnson, jun., and set forth in a bulletin issued 
March 24th, 1913. I quote certain passages which 
are immediately relevant :— 

“An investigation of commercially pasteurised milk 
in this country showed the presence of high-temperature 
resisting lactic acid bacteria. It was further found that 
commercially pasteurised milk always soured’ (p. 10). 

The suggestion that reinfection was the explanation 
of the souring is negatived by subsequent exact 
laboratory work. 

** The percentage of the acid group is increased by pasteurisa- 
tion, while the other groups are decreased in their percentage 
of the total bacteria ”’ (p. 59). 

“A qualitative study of the acid group shows that many 
organisms giving characteristics of the typical lactic acid 


Mr. 





INFECTIOUS DISEASE IN ENGLAND AND WALES. 
(Continued from previous page.) 


28; continued fever, 1; dysentery, 63; ophthalmia 
neonatorum, 128; There were no cases of cholera, plague, 
or typhus fever notified during the week. 

The notifications of poliomyelitis are still on the increase, 
cases being reported in numbers from one to four from 18 
scattered counties with 17 from Leicestershire (10 from 
Leicester itself), and 8 from Essex (7 from Orsett R.D.). 

Deaths.—In the aggregate of great towns, including London, 
there were no deaths from small-pox, 4 (0) from enteric 
fever, 10 (0) from measles, 3 (0) from scarlet fever, 30 (4) 
from whooping-cough, 20 (5) from diphtheria, 180 (29) from 
diarrhoea and enteritis under two years, and 12 (1) from 
influenza. The returns from diarrhoea and enteritis show 
a small rise for the country as a whole and a welcome 
diminution in London. The figures in parentheses are those 
for London itself, and it is noteworthy that in the week under 
review there was no death in London either from small- 
pox, enteric fever, measles or scarlet fever, and only one 
from influenza. 





bacteria survive pasteurisation for 30 minutes at 62-8° ( 
(145° F.) ”’ (p. 60), 

It must be borne in mind that the so-called “ flash ° 
pasteurisation—now universally condemned—was not 
really pasteurisation at all. 

Dr. Affleck claims that he succeeded in killing th. 
trade of selling sterilised milk in Cheltenham ‘* many 
years ago.”’ Is it dead to-day ? His narrative about 
the interview with a mother is very amusing indeed. 
He seems to imply that that interview killed th: 
trade in sterilised milk. In any case sterilisation is 
not pasteurisation. There is one definite statement 
in his letter, namely :— 

** Pasteurised milk has, and will have, the same deplorabl: 

results as boiled or sterilised milk, because, and this is th: 
all-important point, it is cooked.”’ 
May I ask Dr. Affleck through your columns to produce 
evidence of ‘‘ deplorable results”? from the use of 
boiled, or sterilised milk. I do not mean vague state- 
ments. I do not want reference to laboratory experi- 
ments on animals. I want proof that such results are 
found in human beings fed on cooked milk. 

If Dr. Affleck is logical your readers are entitled 
to expect that he does not boil, or cook, any of his 
food. We are not urged not to cook vegetables or 
meat or fish or, in fact, any other article of diet 
but milk. Terrible results are not predicted because 
we bake flour and eat bread. Apparently Dr. Affleck 
is unaware that the late Prof. Pierre Budin, a 
pediatrician of world-wide reputation, is on record 
with the statement that he treated 3000 infants at 
the Belle Ville Dispensary in Paris, all fed on sterilised 
—not pasteurised—milk, without seeing a single case 
of scurvy. Eminent pediatricians, particularly in 
America, are equally emphatic as to the absence 
of deleterious results of pasteurisation. 

I want to convince Dr. Affleck, and I will suggest 
that he purchase a pint of milk anywhere, pass it 
through a white filter paper, and inspect the deposit. 
If he will be at the additional pains of adding a 
comparable amount of cow-dung to an equal quantity 
of milk which he has obtained from the udder of a 
cow free from contamination, and pass that through 
another filter, and compare the sediment microscopic- 
ally, he will be satisfied of the nature of the bulk of 
the contamination. If he will plate out some of the 
deposit he will almost invariably discover bacilli of 
the colon group. If he will inoculate guinea-pigs 
with milk he will find that from 5 to 10 per cent. of 
the samples will cause tuberculosis in these animals. 

I hold in my hand at the moment a statement of 
the result of the examination of a sample of milk 
purchased this present month. It contained 6,774,000 
organisms developed at room temperature, in addition 
to 4,016,000 per c.cm. developed at blood heat, and 
colon bacilli were present in 0:000,001 c.cm. of the 
milk. Dr. Charles Hastings, medical officer of -health 
for Toronto, has stated repeatedly in public that it 
is his conviction that it would be true to write as an 
epitaph on half of the graves of babies: ‘ Killed 
by dirty milk.” 

We medical men have a responsibility. We may 
not write, or speak, without adequate information. 
We must disabuse our minds of preconceptions. 
It is hardly satisfactory to permit ourselves to use 
such phrases as ‘‘ devitalising or organismal life.’’ 
I do not know what those words mean. Neither do I 
understand what is meant by the ‘‘sthenic value 
of milk,’”’ but I do know that the present supply of 
milk in this country is dirty and dangerous, and 
I do know that pasteurised milk has been used for 
many years, in many places, not only without produc- 
ing any ill-effects (although interested persons have 
been anxiously on the look-out to discover them), 
but that it has caused extraordinary reduction of 
disease and death among the populations so served. 

Let me conclude by again asking if we may cook 
most foods, why may we not cook one particular 
food ?—I am, Sir, yours faithfully, 

S. G. Moores, M.D., 


Sept. 17th, 1926. Medical Officer of Health, Huddersfield. 
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SANATORIUM TREATMENT 
TUBERCULOSIS. 
To the Editor of THE LANCET. 


Sir,—-Your annotation of Sept. llth (p. 560) on 
Messrs. Stocks and Karn’s inquiry into the value of 
sanatorium treatment for pulmonary tuberculosis 
refers to the surprising result, that amongst the 
patients dealt with those who have been in a sana- 
torium eventually fared worse than those who had 
not. There is, I think, a reasonable explanation. 

An average favourable case of pulmonary tubercle 
needs from one to two years’ treatment; and those 
who are stated to have been treated in a sanatorium 
seldom spend more than a few months of this time in 
the institution, all the remainder consisting of home 
treatment. The latter will have much more influence 
over the final result than the relatively short spell of 
sanatorium treatment; and as patients are sent to 
a sanatorium chiefly because the home conditions are 
unfavourable or unsuitable for some reason, those 
treated in a sanatorium will have less favourable 
home conditions than those treated entirely at home, 
and will show correspondingly poorer results. The 
contrast will be greater in proportion to the unsuit- 
ability of the home; and will be less amongst really 
early favourable cases, because these will be more 
completely restored in the short time available for 
sanatorium treatment. 

We may conclude, not that sanatorium treatment 
is waste of time and money, but that really favourable 
cases should receive prolonged treatment, first at 
a sanatorium and then in a radically reformed home. 
In proportion as the latter is made to resemble 
hygienically a good sanatorium, so will the time 
necessary for sanatorium treatment be reduced and 
the damage of subsequent relapse diminished. I do 
not wish to minimise the value of the inquiry referred 
to, but to prevent fallacious conclusions being drawn 
therefrom. 

Farnham, Surrey, Sept. 17th, 1926. 


OF 


I am, Sir, yours faithfully, 


F. R. WALTERs. 





TUBERCULIN DISPENSARIES. 
To the Editor of THE LANCET. 


Srr,—Will you kindly allow me to ask through the 
medium of your columns if perchance there is now a 
tuberculin dispensary in Brighton where a patient 
going out from Rudgwick Sanatorium may receive 
treatment with tuberculin on the intensive system, 
as taught by Dr. Camac Wilkinson in 1910 and 
following years. I can hardly imagine a place of the 
size and importance of Brighton not having a public 
tuberculin dispensary, and there must surely be 
some of the many doctors there who are proficient in 
the method, but I cannot find anyone who is known 
to be an expert in this treatment. 

I, personally, have followed out his method of 
treatment ever since we opened our Clapham 
Tuberculin Dispensary in April, 1911, and am more 
than convinced that up to the present. time no other 
treatment can give anything like such good results, 
and I have worked at Rudgwick ever since 1898, 
If this treatment is begun early about 90 per cent. 
recover completely and that without having to give 
up their daily work, which is so important. 

In London, now that Dr. Camac Wilkinson has 
returned, this early treatment may be obtained at 
32, Fitzroy-street, Fitzroy-square, Tottenham Court- 
road, W.C., on Mondays and Thursdays at 9-11 A.M., 
and doctors are all welcomed to come and learn it ; but 
other towns should surely be able to work out such a 
system, so that patients everywhere may get the 
benefit.—I am, Sir, yours faithfully, 

ANNIE McCaL., M.D., &e., 
Chairman and Director of Clapham Maternity 
Hospital and Affiliated Institutions. 

Clapham-road, London, 8.W., Sept. 21st, 1926. 

*,* Is there any reason to doubt that the facilities 
for the treatment advocated will follow upon the 
general acceptation by the medical profession of their 
need ?— Eb. L. 





CASTOR OIL VERSUS SALINE APERIENT. 
To the Editor of THe LANCET. 


Srtr,—In view of the concluding sentence of the note 
under the above heading in THE LANCET of July 3rd, 
and of my experience of the very great value of castor 
oil in the early stages of acute bacillary dysentery, 
I submit the following figures in the hope that they 
may encourage further trials of this treatment. 

Between October, 1921, and September, 1922, I treated 
183 Kenya natives mainly with salines ; the death-rate was 
18-6 per cent. Between October, 1922, and March, 1924, I 
made use of the castor-oil treatment for 205 Kenya natives 
with a death-rate of 4-9 per cent; most of these deaths, 
however, occurred early in the series, when I had not found 
out how best to apply the treatment. In my last 96 cases 
there has been one death; in most of these cases I have 
given two complete courses of castor oil after mucus had 
ceased to appear in the stools; I find that relapses, few as 
they were previously, are now fewer. 

Full particulars of this treatment, its rationale, 
and results are given in an article in the Kenya 
Medical Journal (August, 1924) by myself and my 
valued late assistant, Mr. C. J. Mascareuhas, to which 
Dr. Boase most kindly refers in his letter in 
THE LANCET of July 10th. Possibly liquid paraffin 
would prove as useful as castor oil, which, in the doses 
and frequency required, is tolerated only with difficulty 
by most Europeans.—I am, Sir, yours faithfully, 

T. B. WeEtcH, M.B., D.T.M. & H., 
Medical Superintendent, Chacachacare Leper Settlement. 
Trinidad, August 24th, 1926. 


HELIOTHERAPY IN PULMONARY 
TUBERCULOSIS. 
To the Editor of Tue LANCET. 


Sir. I have followed with interest Dr. J. E. 
Wood’s article and Dr. F. G. Chandler’s letter on this 
subject. The conditions for heliotherapy at Montana 
are practically identical with those at Leysin and we 
are using this treatment More and More extensively 
in pulmonary cases. With febrile patients the amount 
of exposure has to be so small and the time required 
for pigmentation is so long that sun-baths are rarely 
employed. Short air-baths on the feet and legs are 
more useful in such cases. Sun-baths are only used 
extensively when the temperature has been brought 
down to normal by rest, artificial pneumothorax, 
sanocrysin, or other Means. 

The majority of afebrile patients benefit from helio- 
therapy, but dangerous reactions are liable to follow 
faulty technique, especially too early exposure of the 
diseased part. To avoid this danger the following 
method is used. The feet, legs, and abdomen are 
exposed according to Rollier’s technique. About 
a month later, when these parts are sufficiently 
pigmented, the chest is first exposed for two to five 
minutes. The time of exposure is increased gradually 
up to one to two hours. As a rule it is not wise to 
give more than two hours’ exposure to Alpine sunlight 
in pulmonary cases. MRollier’s practice in avoiding 
sun-baths when the air temperature is high should be 
carefully observed. In summer the early morning 
hours give the best conditions for heliotherapy. In 
winter sun-bathing may be carried out at any time 
of day as the air temperature is always low and the 
intensity of the sunlight is increased by reflection from 
the snow. 

Although much less striking than in surgical cases, 
the results so far obtained are encouraging. Besides 
increasing the appetite and improving the nutrition 
of skin and muscles, heliotherapy has a psychic effect 
which is often of considerable benefit. Recently the 
treatment of surgical tuberculosis has been copied 
still further, and with certain cases hydrotherapy has 
been added to heliotherapy. In a few of the more 
robust patients this combination of sun- and lake- 
bathing appears to have a beneficial effect. 

I am, Sir, yours faithfully, 
ANDREW MORLAND. 
Palace Sanatorium, Montana, Switzerland, 
Sept. 17th, 1926, 
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REACTION TO BLOOD TRANSFUSION, 
To the Editor of THe LANCET, 

Srr,— Your leading article of Sept. llth refers 
to Dr. C. A. Doan’s work on incompatibility in 
blood transfusion. My personal experience of trans- 
fusions is limited to 63 cases (mostly those of Mr. 
Gordon-Taylor) carried out during the past 18 months 
at the Middlesex Hospital. In every case I performed a 
cross-agglutination test between the donor’s corpuscles 
and patient’s serum, the former having first been 
shown to belong to the same group as the recipient, 
or to be a member of the fourth group. In five 
cases I was not satisfied as to the compatibility of the 
bloods, since agglutination of the donor’s corpuscles 
occurred, but always after an appreciable interval 
of time which varied from 3-10 minutes, and 
never so markedly as a control test performed with 
the recipient’s serum and an obviously incompatible 
donor. These cases I referred to Dr. S. L. Baker for 
the performance of a microscopic agglutination test. 
Two donors he bid me discard, but permitted the 
use of the other three. Thus it would appear that 
approximately 3 per cent. of the donors proved 
unsuitable when tested “ directly,’ notwithstanding 
their belonging either to the same groups as their 
corresponding recipients or being members of 
Group IV. 

The conclusion is identical with your own—it is 
not wise to undertake a transfusion in the absence of 
a direct agglutination test. The point is of great 
practical importance and sometimes leads to difficulty 
in finding a suitable donor. On one occasion I tested 
eight donors, all of the patients’ group (IV.), before 
finding one who gave a negative cross-agglutination 


test. To my mind there is little doubt that more than 
four groups exist; but whether we have, at the 
yresent time, a convenient and rapid means of 
] ’ 


differentiating them is another matter. 
I am, Sir, yours faithfully, 
FREDERICK W. Roques, M.B., B.Ch., 
Senior Demonstratorin Anatomy, late House Surgeon, 
Sept. 15th, 1926. Middlesex Hospital. 














Medical Netus. 


Epsom CoLLEGE.—The Council of the College is 
about to award one of the Leopold Salomons Entrance 
Scholarships of £50 per annum which were established “* as 
a slight recognition of the splendid work of the medical 
profession carried on during the war.’’ Candidates must 
be sons of legally qualified members of the medical profession 
who are unable to enter Epsom College without the help 
of this scholarship. Only those boys can become candidates 
who were 11 years of age and under 14 on Jan. Ist last, 
and can show a standard of education adequate for their 
age. Their general character and physical condition, as 
well as their mental capacity, must be satisfactory to the 
Council. Applications must be received not later than the 
morning of Oct. 6th.—The Council will also shortly award 
a special St. Anne’s Home Scholarship of £52 a year, tenable 
for about five years, to the orphan daughter of a medical 
man who was in independent practice in England or Wales 
for not less than five years. Only those are eligible as candi- 
dates who were fully 10 years of age and not gver 12 on 
May lst last. Forms of application and full particulars 
of both these scholarships may be had from the Secretary 
of Epsom College, 49, Bedford-square, London, W.C. L. 


LONDON MEDIcAL ExuiBirion.— Daily from Oct. 4th 
to 8th, from noon until 6.30 P.M., the London Medical 
Exhibition will be open to members of the medical profession 
at the Central Hall, Westminster. These annual exhibitions 
were started in 1905 and this will be the largest yet held. 
The most recent applications of science to practice will be 
on view, and a very large number of devices and prepara- 
tions for treatment and diagnosis are to be shown. There 
is usually a big attendance of doctors, and a reception-room, 
a tea-room, and light refreshments are provided to give 
visitors a chance of seeing their friends. Invitation cards will 
be sent to every member of the profession residing within 
a 50-mile radius of the hall. Those who have not received 
cards can get them on application to the Secretary, the 
London Medical Exhibition, 194-200, Bishopsgate, London, 
E.C., or at the Central Hall during the exhibition week. 





HUNTERIAN Sociery.—The coming session will 
begin with a dinner meeting at Simpson’s Restaurant, 
Cheapside, on Monday, Oct. 18th, at 7.30 P.M., when Mr. 
Mortimer Woolf will give a presidential address on Pain. 
Later meetings will be devoted to discussions on Medicine 
and the Press, the Nervous Child, and other subjects, the 
Hunterian Lecture being delivered on Jan. 17th by 
Dr. J. M. T. Finney, of Baltimore, who has chosen to speak 
on the Influence of John Hunter on American Surgery. 
The annual dinner of the society will be held at the Hotel 
Victoria on Feb. 10th. 


COURSE IN RADIOLOGY AND ELECTROLOGY IN 
Paris.—On Oct. 5th, and the following Tuesdays, at 9 a.m., 
at the Beaujon Hospital, Dr. Aubourg and Dr. Joly will 
give practical demonstrations of deep X Ray Therapy in 
the Treatment of Tumours. On Oct. Sth, and the following 
Fridays, at 9 A.M., in Dr, Aubourg’s Electrical Laboratory 
at the Beaujon Hospital, Dr. Vignal and Dr. Quivy will 
give practical demonstrations of Electrical Diagnosis and 
Treatment. On request demonstrations will be given in 
English, and no fee will be chargetl. 


OPENING OF THE MEDICAL SCHOOLS. 
arrangements have been made in 
opening of London medical schools :— 

St. Bartholomew's Hospital.—Old students’ annual dinner, 
Friday, Oct. Ist, at 7 for 7.30 p.m. in the Great Hall of the 
Hospital. Chairman: Mr. W. T. Holmes Spicer. 

St. George's Hospital.—Old students’ annual dinner, 
Friday, Oct. Ist, at 7.15 for 7.45 P.M. at the Hyde Park 
Hotel, Knightsbridge. Chairman: Captain C. C. Craig, M.P. 
Inaugural address, by Dr. Graham Little, on Oct. Ist, at 
3 P.M., in the board room. 

Guy’s Hospital.—Dr. John Fawcett will distribute the 
prizes for the past year on Tuesday, Oct. 5th, at 3 P.M., and 
afterwards give an address to the students. 

King’s College Hospital.—Introductory address by Sir 
Humphry Rolleston, Friday, Oct. Ist, at 2.30 P.m., at the 
Medical School, Denmark Hill. Annual dinner of past and 
present students on the same day at 7 for 7.30 p.m. at the 
Criterion Restaurant, Piccadilly. Chairman: Dr. F. Jacob. 

London (R.F.H.) School of Medicine for Women.—Intro- 
ductory address by Sir Walter Fletcher, Friday, Oct. Ist, 
at 3.30 P.M., at the Medical School. 

St. Mary’s Hospital.—Annual dinner of past and present 


The following 
connexion with the 


students, Monday, Oct. 4th, at 7 for 7.30 p.m., at the 
Connaught Rooms, Great Queen-street, W.C. 
Middlesex Hospital.—Introductory address by Prof. 


Thomas Yeates, Friday, Oct. Ist, at 3 P.M., at the Queen’s 
Hall, Langham-place, followed by prize distribution by the 
Archbishop of Canterbury. Annual dinner of past and 
present students of the school on the same day at 7.30 p.m. 
at the Savoy Hotel. Chairman: Mr. Victor Bonney. 
Westminster Hospital.—Inaugural address by Sir Archibald 
Garrod, Friday, Oct. lst, at 3 P.M., in the board room. 


DONATIONS AND BEQUESTS.—Miss Lucy Gordon 
Roberts, of Brockenhurst, Kent, besides many other bequests, 
left £1500 to the People’s Dispensary for Sick Animals of 
the Poor, £600 to King Edward’s Hospital Fund, and £400 
to the Battersea General Hospital.—Mr. James John 
Chiswell, of Kingsway, Holborn, W.C., left on the death 
of his wife £1000 to Guy’s Hospital and £500 each to Dr. 
Barnardo’s Homes and St. Dunstan’s Hostel for the Blind. 
—Miss Dora Cruddas, of Haughton Castle, Northumberland, 
bequeathed £20,000 to St. John’s College, Durham, £3000 
to Dr. Barnardo’s Homes, and £2000 each to several institu- 
tions, including the Royal Victoria Infirmary, Newcastle- 
on-Tyne.—Mr. John Ditchfield, of St. Anne’s-on-the-Sea, and 
Manchester, left £250 to St. Mary’s Hospitals, Manchester, 
and £100 each to the Manchester Royal Infirmary and 
Ancoats Hospital, Manchester.—Mr. John Alexander 
Hodgman, veterinary surgeon, Barnsley, left £1000 to the 
Becket Hospital and Dispensary to endow a bed.—Mrs. 
Maria Beard, of the Mount, Ashbourne, Derbyshire, left 
£2000 each to the Oldham Royal Infirmary, Dr. Barnardo’s 
Homes, and the Blinded Soldiers’ and Sailors’ After-care 
Organisation, £1000 to the Derby Infirmary, and £500 to 
the Victoria Memorial College Hospital, Ashbourne.—Mrs. 
Louisa Thomson-Price, of Hampstead, N.W., left subject 
to a life interest £1000 to endow a bed in the Elizabeth 
Garrett Anderson Hospital, Euston-road.—Mr. Thomas 
Harry Rose, J.P., of Oxford, left £1000 to the Radcliffe 
Infirmary and County Hospital, Oxford, and £350 to the 
Oxford Eye Hospital—Dame Mary Anne Anderson, of 
Beechwood, Murrayfield, Edinburgh, widow of Sir George 
Anderson, left the property Beechwood and £5000 to the 
Edinburgh Royal Infirmary, £5000 to the Senatus Academicus 
of the University of Edinburgh, and £2000 to the Royal 
Infirmary, Dundee.—Lord Rothermere, honorary treasurer 
of the “* Fleet Street Week ”’ for St. Bartholomew's Hospital, 
has given £5000 to the fund. 
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NEw ScHooL CLInic, BrRMINGHAM.—On Thursday, 
Sept. 30th, Sir Humphry Rolleston will open a new school 
clinic in Sheep-street, Birmingham. 


Dr. Andrew Balfour, Director of the London School 
of Hygiene and Tropical Medicine, will, next month, attend 
the fiftieth anniversary celebration of Johns Hopkins 
University, Baltimore, and will deliver an address at the 
formal opening of the new building of the School of Hygiene 
and Public Health of that University. 


PLYMOUTH ‘‘ PENNY IN THE PouUND ”’ SCHEME. 
This scheme, organised by the Plymouth Voluntary Hospitals 
Committee, has made rapid progress, and it is expected 
that the total raised in the financial year which expires this 
month will reach £14,500. Last year it was nearly £11,000, 
and the year before a little over £6000. There are now 
close upon 40,000 contributors. 


PRESSURE OF EMERGENCY CAsEs.— Bolton Infirmary 
is being greatly embarrassed by the increase in emergency 
cases. On a recent occasion, while six operations were being 
performed, six casualty cases were admitted in half an hour, 
each requiring immediate attention. During August 356 
new casualty cases were treated, a considerable proportion 
of them the result of motoring accidents. 


HospITaALs WELFARE Soctery.—Last week Sir 
George Hume, M.P., chairman of the London County Council, 
broadcasted an appeal on behalf of the Hospitals Welfare 
Society. Its object is to help five hospitals in South-East 
London—the Miller, the Seamen’s, the Blackheath, St. 
John’s, and the South-Eastern—by weekly house-to-house 
collections, and in six years £25,000 has been raised in this 
way; about £100 a week is now collected. The organisers 
of the scheme are urging its adoption by hospitals which 
have no comparable assistance. 


PAPWORTH TUBERCULOSIS INDUSTRIAL SETTLE- 
MENT.—The annual report of Papworth Hall Sanatorium 
and Industrial Settlement, which has just been issued, shows 
that excellent progress is being made. The sanatorium, 
which is a separate unit, has treated 1778 cases in ten years, 
and there are now in the institution and the village 559 
persons, including 90 healthy children of ex-patients. 
No child who was not suffering in a marked degree from 
tuberculosis before going to live in the colony has shown 
any sign of infection. After the experience of a decade, 
the medical director, Dr. P. C. Varrier-Jones, is confirmed 
in his belief that settlements of this kind are essential in 
combating tuberculosis. The industries are described as 
@ serious commercial concern, not trading upon sympathy. 


Roya Instirute oF Pusriic HEALTH.—Problems 
of Personal and Public Health is the title of a course at the 
Institute which will begin on Oct. 13th with a lecture by 
Sir William Willcox on Intestinal Infection in Relation to 
Personal Health and Disease. The four next lectures will 
be on the following subjects: The Prevention and Treat- 
ment of Eczematous Conditions of the Skin of Occupational 
Origin, by Dr. W. J. O'Donovan, on Oct. 20th; Town 
Planning in Relation to Health, by Prof. L. P. Abercrombie, 
on Oct. 27th; Ventilation in Relation to Health, by Dr. 
H. M. Vernon, on Nov. 3rd; and Industrial Psychology 
Applied to the Home, by Prof. Winifred Cullis, on Nov. 10th. 
Particulars will be published later of the remaining lectures 
of the series, which are to be given by Dr. R. H. Miller, 
Dr. C. W. Saleeby, Dr. P. C. Varrier-Jones, and Lieut.- 
Colonel F. E. Fremantle. Alli of them will be delivered on 
Wednesdays at 4 p.m. in the Lecture Hall of the Institute, 
37, Russell-square, London, W.C. 1. 


MavupDsLEY HospiraL, DENMARK HiLui.—During 
and after the second week of October three series of clinical 
lectures illustrated by cases will be held. On Mondays 
Dr. W. Moodie will deal with Relations of Mental Disorder 
to Physical Conditions; on Wednesdays Dr. Edward 
Mapother will deal with Neurotic and Psychotic Syndromes ; 
and on Fridays Dr. W. S. Dawson will deal with Mental 
Symptoms and their Genesis, the hour of all lectures being 
2.30 P.M. In addition a discussion on cases in the Mental 
Hospital will be held in the wards every Tuesday at 11.30 a.m. 
and monthly, on the last Friday of each month, at 4.30 p.m. 
when a group of patients from one of the L.C.C. mental 
hospitals will be shown. These discussions are open to medical 
practitioners without fee. Posts as clinical assistant can 
be obtained on application to the Medical Superintendent. 
The course of lectures and practical instruction for the 
Diploma in Psychological Medicine will be held at the above 
hospital beginning in January next. The lectures and 
demonstrations are given in series, and either group can 
be attended separately. The fee for the course is ten guineas, 
or for a single series two guineas, payable to the Fellowship 
of Medicine, from which copies of the syllabus may be 
obtained. 





HOSPITALS AND THE COAL STRIKE.—-Hospitals in 
the coalfields, and in a minor degree those in industrial 
districts, are suffering from the long continuance of the dead- 
lock. Sunderland Royal Infirmary, for example, is losing 
about £300 a week in reduced workmen’s subscriptions. 
The subscriptions of employers who contribute on a wages 
basis are also seriously reduced. The loss on workmen's 
contributions already reaches about £5000. 


THE LATE Dr. A. M. McALDOWIE., 
retirement at Cheltenham for many 
Morison McAldowie died on Sept. 
He was born at Aberdeen and 
there, graduating, with highest honours, M.B. in 1875 
and M.D. in 1879. In the year after qualifying he took up 
an appointment as resident house physician to the North 
Staffordshire Infirmary and this he held for four years, 
Afterwards, settling in practice at Stoke-on-Trent, he was 
in 1889 appointed honorary physician to the Infirmary, 
and became well known in the midlands, especially for his 
work on lead poisoning amongst pottery workers. He was 
an important witness at the inquiry held at Stoke by Lord 
James of Hereford about 25 years ago, when he gave an 
account of experiments made on himself to discover the 
effects of slow lead absorption. Dr. McAldowie’s keen 
logical faculty fitted him to be a neurologist, and he con- 
tributed a number of articles to Brain. Uis abilities were 
recognised by election as F.R.S. Edin., and in 1898 he was 
President of the Staffordshire branch of the British Medica) 
Association. But his interests extended far beyond his 
work. He was President of the North Staffordshire Field 
Club, to which he read papers on archewology and natural 
history, and he wrote a book on “ The Birds of Staffordshire.” 
On retiring in 1906 he went to live in Gloucestershire and 
enjoyed similar leisure pursuits. During the war he went 
back to medical work again as honorary surgeon to the 
Leckhampton Voluntary Aid Detachment Hospital, to 
which he gave devoted service. Dr. McAldowie leaves a 
widow, a son, and three daughters. 
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Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
POeR ae Are HOSTEL, Imperial Hotel, Russell-square, 
£,+3 


MonpDAY, Sept. 27th.—9 p.m., Prof. B. J. Collingwood will 
open a Discussion on Hydrogen-ion Concentration in 
Health and Disease, 

THURSDAY.—9 P.M., Dr. Andrew Balfour will open a Dis- 
cussion on The Acclimatisation of the White Man in 
the Tropics. 

All medical practitioners cordiaily nvited. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 

WC. 


THURSDAY, Oct. 7th.—4 P.M., Dr. Cockayne : 
it is seen to-day. 


ANCOATS HOSPITAL 


Rickets as 


POST-GRADUATE COU RSE. 

THURSDAY, Sept. 30th 4.15 p.M., Mr. Harry Platt: 
Treatment of Common Injuries, Sprains and Minor 
Injuries of Joints, Muscles and Tendons. 


ST. MARGARET’S HOSPITAL FOR WOMEN, Acomb-street, 
Whitworth Park, Manchester. 
WEDNESDAY, Sept. 22nd.—4 P.M., 
Social Meeting. Mr. A. C, 
Abuses of Curettage. 


MANCHESTER ROYAL INFIRMARY 
COURSES. 
TUESDAY, Sept. 28th.—4.15 Pp.m., Mr. C. 
After-treatment of Surgical Cases. 
FrRIpDAY.—4.15 P.M., Dr. R. Veitch Clark : 
of Cancer Incidence. 


BRITISH INSTITUTE OF 
88, Kingsway, London W.C. 
A course of Lectures on the following subjects will begin 

on Oct, 4th :— 

Mind and Matter: The 
Medical Psychology : 
Development of Philosophy since 
Dawes Hicks, Ph.D., Litt.D. 
Philosophy : 


Address, 
Uses and 


President’s 
Magian: The 


POST-GRADUATE 


Roberts: The 


General Survey 


PHILOSOPHICAL STUDIES, 


F.R.S. 
M.D. The 

Prof. G, 
Problems of 
Psychology : 


Russell, 


Hon. Bertrand 
T. W. Mitchell, 
Kant : 
The 
The Hon. Bertrand Russell, 
Prof. C. W. Valentine, D.Phil. 
Full syllabus on application to The Director of the Institute, 





684 THE Lancet,] 





NOTES, COMMENTS, AND ABSTRACTS. 





(Serr. 25, 1926 








Appointments. 


CUNNINGHAM, R. G., M.B., Ch. B. Edin., has been appointed one 
of the Medical’ Referees under the Workmen’s Compensa- 
tion Act, for the Districts of the Consett, Durham, 
Seaham Harbour, and Sunderland County Courts. 

OweEN, D. RHypDWwyN, M.B., B.Ch., B.Sc., Assistant Medical 
Officer, Glamorgan County Mental Hospital, Bridgend. 





Parancies. 


For further information refer to the advertisement columns. 
Belgrave Hospital for Children, 1, Clapham-road S.W.—H.S. and 


Asst. H.P. At rate of £100 each. 
Birmingham, Highbury Group of Hospitals —H.P. £350. 
Cardiff City Mental Hospital, Whitchurch.—Sen, Asst. M.O. 
£550, 
Cardiff Royal Infirmary.—Ophth. H.S. At rate of £50. 
Croydon General Hospital.—Pathologist and _ Bacteriologist 
(Part-time). 


Dominica, British West Indies.—M.O.H. £1000. 
Doncaster Royal Infirmary and Dispensary.—Third H.S. At 
rate of £15 
Dublin, St. V a 8 Hospital._—Asst. S. to Out- ps a Dept. 
Grosvenor Hospital for Women, Vincent-square, S.W.—Hon. Reg. 
— for Consumption and Diseases of the Chest, Hrompton: 
V.—Phys. Also Asst. Res. M.O. At rate of £150. 
Hospital for Epilepsy and Paralysis, Maida Vale. W.— Res. M.O. 
and H.P. At rate of £150 and £100 respectively. 
Hospital for Sick Children, Great Ormond-street, W.C.—H.S., H.P., 
and Asst. Cas. O. Each at rate of £50. 
Ilkeston Borough.—M.O.H. and School M.O. 


£800, 
eur * Hospital Dental School, E.—Asst. 
£ 


Dents! Anesthetist. 
Miller xt General Hospital for South-East London, Greenwich-road, 
£1 


25. 
Asst. School M.O. 


Norwich Cc ity.— Temp. £11 11s. weekly. 
Paddington Green Children’s Hospital, 


W.—H.P. and H.S. 
Each £150. 


Prince of Wales’s General Hospital, Tottenham, N.—Two H.S.’s 


and H.P. Each at rate of £120. Also Jun. H.S. and Jun. 
H.P. At rate of £90 each. 

Guess —- for Children, Hackney-road, E.—P. in charge of 
Skin Dept 

Royal National Orthopedic Hospital, 234, Great Portland-street, W. 
Surg. Reg. £100. 


St. — s Hospital, Lewisham, S.E.—Res. Cas. O. At rate of 
0. 
South L ondon Hospital for Women, South Side, Clapham Common, 
S.W.—Clin. Asst, £1 18. per attendance. 
Swansea ‘Hospital. —H.P. £150. 
Willesden General Hospital, Harlesden-road, N.W.—Res. H.S. 
and Non. Res. Cas. O. Each at rate of £100. 





Births, Marriages, and Deaths. 


BIRTHS. 


Mc se —On Sept. 16th, at Sanquhar, Blackwood, the wife 
of Wm. McKendrick,, .B. , Ch.B., of a son. 

MoorE.—On Sept. 13th, ‘at Mundens, Malmesbury, the wife of 
Reginald M. Moore, M.B., of a daughter. 

WALKER.—On Sept. 14th, at a nursing home, Aberdeen, the 
wife of Edward R. C. Walker, M.B., Ch.B., of a son. 

WALL.—On Sept. 17th, at the Victoria Nursing Home, Shanghai, 
China, the wife of A. D. Wall, M.B., F.R.C.S., of a daughter. 


MARRIAGES. 

ELKINGTON—SPRINGETT.—On Sept. Ist., at Ringmer, Sussex, 
Capt. Eric H. W. Elkington, R.A.M.C., to Margaret Evelyn 
Springett, younger daughter of the late Arthur R. and 
Mrs. Springett, of Montreal, and granddaughter of the late 
Sir Alexander I. Galt, first High Commissioner of Canada, 

HisLop—Cowan, On Sept. 13th, at Roeehall Church, Edinburgh. 
Major J. H. Hislop, M.C., I.M.S., to Jenny, daughter of 
Sir John Cowan, LL.D., and Lady Cowan, Edinburgh. 

LLoyp—BULEY.—On Sept. 14th, at the Church of the Oratory, 
Brompton-road, London, Neville Langdon Lloyd, M.B., 
M.R.C.P., to Nora, daughter of Mr. and Mrs. A. G. Buley, of 
Onslow, near Guildfora. 

McCALLIN—CHARLTON.—On Sept. 14th, at All Saints’ Church, 
Whitstable, William McCallin, M.D., ‘M.R.C. P., and Barrister- 
at-Law, Inner Temple, of Southampton, to Violet Mary, 
only daughter of Mr. and Mrs. C, R. Chariton, of Folkestone, 

McCorMICK—IRONS.—On Sept. 14th, at Shandon United Free 
Church, Edward William McCormick, M.B., Ch.B., to 
Moyra Hope, youngest daughter of Mr. and Mrs. J. J. 
Irons, of Chapelburn, Shandon, Dumbartonshire. 


DEATHS. 


RowrE.—On Sept. 17th, at Shottendane, 
Walton Rowe, M.B., M.R.C.S., F.G.8 
R.A.M.C 

SmiTH.—On Sept. 19th, Walter Richard Hugh Smith, M.D., 
Senior Assistant Medical Officer, Salop Mental Hospital, 
Shrewsbury. 


Margate, Arthur 
.. &e,, late Major, 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 





Notes, Comments, and Abstracts. 


WHAT IS A MENTAL ILLNESS? * 


By Nort H. M. Burke, M.R.C.S. Ena., D.P.M. Lonp. 
(Concluded from p. 631.) 


The Medical Point of View. 

Paranoia.—Just as we can imagine that a man is distinctly 
more mental than an oyster, so we can imagine no more 
obviously mental illness than paranoia. The most ardent 
toxic-absorptionist could hardly regard a well-developed 
paranoiac state as anything but purely mental. The subject, 
or patient, is perfectly well in body while alive, there is 
no morbid change to be found when he is dead. His trouble 
is that he cannot reason reasonably on certain subjects, 
but persistently forms erroneous judgments and backs 
them with emotional belief. Except within the field of the 
delusional system he is well. Within it he is most certainly 
ill, yet one cannot explain by any neural or other phsyical 
theory his fondness for projecting his own ideas on to others 
or for persisting in the most irrational of false beliefs. 
So much for a quite superficial review. A deeper investiga- 
tion by any sort of psychological Pn Jae h makes the 
mental quality more plain by gradually unfolding the 
mechanism and causation of the illness. The kind of picture 
obtained is of a man whose achievement has never approached 
to his ambition, and who has compensated for his failure 
by giving himself success in phantasy and by believing his 
phantasy to be reality. This he has done time after time, 
and the further you look into his life the further do you trace 
the process. But the psycho-analysts, who seem to be the 
only people who are doing thorough and exhaustive research 
in the psychological side of these matters, tell us that 
there is more to be known. They say they have reduced 
this disease to its simplest and most fundamental constituents, 
and that it depends on a failure of libido development at 
the later anal-sadistic stage, where the individual has passed 
a little beyond narcissism, but has not achieved to full 
object love. Whether we go the whole way with the 
Freudians or are satisfied with a more modest psycho- 
logical view, we can feel confident that such a disease as 
paranoia, whose only symptoms are mental ones and whose 
only explanation or presently known causation is mental, 
should be classed as a mental illness within the terms of 
the definition. 

pane pate eH and Obsessional States.—Another group of 
— ms that represents an illness of equally mental quality 

at of the compulsion and obsessional states. One 
man was miserable whenever the number 13 came in contact 
with him, even in so subtle a form as a morning greeting 
so phrased that it contained 13 letters. He adopted a device 
of adding some word so that the danger of 13-ness was 
warded off. Another was compelled to read murder news 
in the daily papers though it frightened him to do so. 
Another, if he read or thought of anyone in any kind of 
trouble or distress, had to read or think again, being sure 
that he did so with his mind attuned in kindliness and 
sympathy towards the sufferer. There is a kind of neural 
explanation for this and similar disorders of conduct and 
emotion—namely, the conditional reflex. This substituted 
stimulus reaction is, however, merely the neural mechanism 
of a part of habit formation. It does not explain the whole 
of habit formation in the human being, and it does not 
appear to meet fully the case of the widespread psychological 
substitution through several stages that is found in the 
obsessional neurosis. There does, however, seem to be a 
satisfactory explanation of the symptoms by the psycho- 
logical mechanisms of repression and displacement of the 
affect from the repressed conflict situation to other situations 
which can be treated as substitutes for it. The work of the 
analytic school seems to show a basis in failure in early 
infantile development, the conflict depending on love and 
hate towards the same object. There is no morbid anatomy 
of this disorder, and experience shows that the best chance 
of improvement lies in a course of treatment by psycho- 
logical methods. 

Dementia Precor.—We now come to a more doubtful 
condition, dementia precox. It is possible to argue that 
this is not a disease entity, it covers so wide a field with 
so varied a range of appearances, and its results are so 
uncertain. On the whole, however, it is usually accepted 
as a fairly satisfactory entity with large subtypes. It is 
more difficult to decide whether it should be classed as 
a mental or a physical disease. On the one hand there is 

»yhysical pathology and it has to be accounted for; on the 
other hand, there is a psychopathology, and this, too, must 
be considered. For the physical theory one must consider 
the presence of immature cortical cells, of degenerated 
cortical cells and of areas of gliosis, that have been described 
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by various observers. Again, there are the regressive 
itrophic changes in the cells of the testes and other endo- 
crine glands which have been demonstrated by Mott and 
his co-workers. All these and other evidences that have 
been found point to a structural defect, and certainly 
some cases of dementia precox seem to merge into the 
group of mental defectives. Against the physical theory 
one finds that at the other end of the series of cases in this 
category the condition merges into the paranoid class, 
and in fact there is a fairly complete series of t ypes bridging 
the gap between the purely physical and purely mental 
extremes. The psychic symptoms of negativism, impulsive- 
ness, tendency to mannerisms and to phantasy, and general 
failure to meet reality are fairly general and typical. The 
analytic view, as shown in Abraham’s scheme, claims that 
dementia preecox dates to breakdown of libido development 
at the earlier oral (sucking) stage, at the level of objectless 
auto-erotism. It is difficult to adduce evidence based on 
results of treatment. A number of cases that appear to 
be developing into dementia precox come for treatment and 
seem to bearrested. Weall think we have had this experience, 
but it cannot be proved, for none can say with scientific 
accuracy what would have been. The cases of fuller develop- 
ment get very little chance of thorough psychological 
treatment. They go where these things are not done. 
Can one come to any conclusion about this disease ? It 
seems that we do not know enough about it yet. The 
evidence is conflicting and we may believe but we cannot 
yet know. 

Manic Depressive.—Another series of cases comes under 
the group of manic-depressive psychosis, and here again 
there is room for doubt. In each phase there is bodily 
illness, In the depressed phase there are a number of 
symptoms suggestive of a hypothyroidism and another 
set resembling the Parkinsonian syndrome. In the maniacal 
phase the patient is thin, anemic, and below normal, but 
shows hyperesthesia and motor excitement instead of the 
reverse as in the depressive period. Many have concluded 
that this is an organic disease depending on some disturbance 
of blood pressure or of endocrine balance, or on toxic 
absorption. Even Stoddart, in his 1921 edition, elaborates 
a theory of intraneuronic intoxication which provides an 
ingenious physical explanation for the various symptoms 
of the disorder, but does not satisfactorily account for 
the whole pattern of the illness with its typical rhythms 
of alternation. He modifies this, however, proceeding 
to give the psycho-analvtic view of the disease as depending 
on infantile masochistic attitudes with phases of self- 
reproach, alternating with periods of elation at the winning 
of freedom from the hated object of the patient’s love. 
It may be that the next edition will show a more decided 
bias to the psychical view. 

Acute Confusional States.—Under the general heading 
of acute confusional insanity one can group the toxic and 
exhaustion insanities, including such alcoholic conditions 
as physiological inebriation and delirium tremens. Here 
we deal with a frankly physical condition for which there 
is no real psychological foundation nor any but physical 
treatment. One must bear in mind that in, at any rate, 
one group—the puerperal—there may be a strong mental 
cause at work, as well as the physical, and we must return 
presently to the general consideration of the mental sym- 
ptoms of this physical state. 

General Paralysis.—The definition of general paralysis 
of the insane is *“‘ a chronic progressive disease of the cerebral 
cortex, associated with psychic and motor disturbances, 
leading to dementia and paralysis.’ Of all diseases having 
mental symptoms this has the largest list of physical signs and 
of pathological changes and it is quite clearly a bodily disease. 
The whole of the active treatment is based on this view and 
consists of devices to destroy the spirochete and its toxins. 
Beyond this nothing is done but to protect the patient, 
so far as is possible, while passively waiting for the inevitable 
progress of the disease. 


Mental Symptoms of Organic States. 

We can now consider the mental aspect of these and 
other organic states. In the toxic group there is mainly 
confusion rather than emotional disturbance. The patient 
cannot understand and think clearly, he cannot even per- 
ceive clearly. He has clouding of consciousness, fieeting 
delusions, and always shows hallucinations. He may be 
in any state between delirium and stupor. 

There is no systematisation of the mental state that can 
be regarded as peculiar to this physical disorder. Some 
resemble the depressed or exalted periods of manic 
depressive. The katatonic variety is like the katatonia 
of dementia precox. In the cases associated with child- 
birth Cole describes three periods of onset with differing 
mental pictures. The woman who falls ill during pregnancy 
tends to show a condition resembling manic depressive. 
If she develops her trouble shortly after the birth of the 
child she shows a depressed and melancholic picture, while 





the case developing at or about parturition is likely to be 
a katatonic or an ordinary acute confusional. 

The mental symptoms of general paralysis are summed up 
by Porter Phillips as the following: Early change of person- 
ality and temperament, irritability and restlessness, absent- 
minded, inattentive, preoccupied, loss of recent memory, 
impaired higher functions, and reasoning, &c. In general 
there may be exaltation, mania, melancholy, delusion, or 
alternations between these. Beyond this one sees a 
progressive dissolution down to second childishness and 
mere oblivion. The mental picture is diffuse and _ ill- 
systematised, and lacks the definition and completeness 
of pattern that one finds in the purely mental illnesses. 

After all, the diagnosis of G.P.I. depends on the finding 
of varied mental derangements that do not conform to the 
pattern of any pure psychosis and on their alliance with 
certain definite physical signs. The euphoria that is seen 
very early in this illness is, in a way, typical, but not 
absolutely so, for there is something very similar in dis- 
seminated sclerosis, which has never been called a mental 
illness. It may be due, in both cases, to the presence of 
toxins in the cerebro-spinal fluid and their effects on the 
same areas of brain tissue. Some cases of encephalitis 
lethargica are reported to have begun with a feeling of 
extreme well-being which may perhaps have a similar 
explanation. 

Gross Cerebral Lesions.—If we turn to the mental dis- 
turbances following other gross brain lesions such as tumours, 
thrombosis and softening, and cortical atrophy, we find a 
rather similar picture of diffuse ill-organised changes with 
a progressive and general deterioration. When there 
is systematisation of the mental change it resembles one 
or other of the accepted psychotic or psychoneurotic diseases. 
For this resemblance it is possible to find an explanation. 
It is suggested that interference with physiological function 
in the higher cortical regions of the brain interferes with 
that which in physiological language is inhibition, and 
in psychological language is repression. If this be so, then 
we must take it that with a damaged brain cortex we may 
be unable to maintain control over such fundamental 
desires as we may have mastered previously, and they 
will—by relative increase of strength, though not by actual 
increase—become manifest in the form of the appropriate 
mental illness. 

This explanation, if a true one, opens up two lines of 
thought. In the first place it would seem to show, what 
may be true, that there are very few individual forms of 
mental illness that are possible to us. Stoddart, in his 
classification, gives about ten under three main groups of 
neuroses, psychoneuroses, and psychoses, It may be that, 
as time goes on, these ten will be reduced to about half 
that number. In the second place we are thrown up against 
the problem of the relation between cortical function, which 
belongs to physiology, and repression, which belongs to 
psychology. The problem is beyond the limits of this 
paper. 

Summary of Medical Evidence, 

Summing up what we have noted in this survey of diseases 
showing mental changes, we come to a view of mental 
illness in which the medical outlook corresponds very 
closely with the psychological and with the philosophical. 

It appears that we may devise a kind of medical philosophy 
in which disease process will be regarded as, in a way, 
a unity having manifestations that vary with the precise 
cause at work in each case, and with the location of the 
chief disorder. At the one end of a long series there is 
purely physical disease with no mental change at all or, 
as we saw earlier, none that has importance. From here 
we move through a gradation of differences, through 
physical disease showing mental symptoms, and mental 
disease showing physical symptoms, to diseases that are 
purely mental and have no physical aspect or, at any rate, 
none that is practically important. By way of example, 
one might consider at one end a broken leg, next paralytic 
dementia or G.P.I., next anxiety neurosis, and lastly 
paranoia. In the middle one would have to put manic- 
depressive and dementia precox as being still uncertain 
in wtiology. They both have the appearance of being 
very mental in quality, but they also are under suspicion 
of being very physical as well. 

Epilepsy.—We can illustrate the whole series by a group 
of conditions that have all, at one time or another, been 
classed as epilepsy. Epilepsy, of course, means only “* the 
falling sickness,’”’ and the sick people who fall in this 
peculiar way can be ranged in a line having at one end 
those with gross brain lesion and resulting Jacksonian 
fits, and at the other those with no known or discoverable 
physical lesion but definitely mental fits—the hysterical 
fit cases. It is not possible to draw a line hetween, so as 
to separate the purely organic from the purely functional. 
The Jacksonian attack is not a necessary sequele of brain 
lesion, an apparently mental type of fit may be determined 
by brain lesion, a Jacksonian may be imitated by attacks 
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due to emotional disturbance, and so on. In the middle, 
somewhere, is the diminishing group of true or idiopathic 
epilepsy. The physical school claims it: and now the 
psychological school claims it as representing cases of 
undeveloped, somewhat defectively made people of peculiar 
personality who are sexually infantile in mind and express 
the effects of this attitude in their attacks. Allied to 
this series are asthmatics and sufferers from migraine. 

What at present seems to underly the whole is a 
spasmophilic condition of unknown nature, perhaps 
functional, whose existence enables its possessors to have 
fits when stimulated by the appropriate method. This 
in some cases is a mechanical injury, in some a toxemia, 
and in others an emotional situation. 


The Social Point of View. 

We can deal very briefly with the social attitude to the 
question, ‘‘ What is a mental illness?” Society is not 
at present concerned with problems of etiology or of 
scientific accuracy. Up to recent times its only concern 
was its own comfort. From this it followed that any 
person who was so disordered in his behaviour as to be too 
great a nuisance was put where he no longer bothered. 
More recently there has grown up some care for the patient 
himself, as shown by the idea of protecting him and making 
his lot more comfortable. The social point of view to-day 
is therefore that a person is insane if he needs care and 
control for the protection of others or of himself. 

There are signs, however, of the growth of a still wider 
and more reasoning view of mental illness as a social 
problem. Public opinion is turning towards recognition 
of the very great number of citizens who suffer from some 
form of mental illness, to the hardships they consequently 
undergo, and to the loss they cause to the community as 
expensive and inefficient members. It is therefore beginning 
to look for means of lessening the problem by prevention, 
and we have evidence of this attitude in the insistence, 
by almost every witness before the recent Royal Com- 
mission, on the necessity of the provision of better facilities 
for early treatment of mental illness. 

With this view we can all agree, and it will do no harm 
if we decide at an early date what a mental illness really is. 





LIFTING OF HEAVY WEIGHTS. 


THE Woollen and Worsted Textiles (Lifting of Heavy 
Weights) Regulations, 1925, apply only to weights lifted 
by one person—i.e., they do not fix any maximum limit 
for weights lifted jointly by two or more workers. The 
Home Secretary proposes to amend them to secure that 
where two or more workers are concerned, the total weight. 
when divided by the number of persons employed, shall 
not exceed the maximum limit allowed for the individual 
worker, or, where the workers belong to different categories, 
the maximum limit fixed for the worker in the lowest 
category concerned. He hopes that this proposal will be 
accepted without question, but if any person desires the 
Regulations to be further considered, he should lodge an 


objection at the Home office in proper form not later 
than Oct. 20th. 


FLY PREVENTION IN BERMUDA. 


THE group of coral islands in mid-Atlantic, known as 
Bermuda, is so densely populated (600 to the square mile) 
that intensive cultivation is needed for the fields which lie 
on a bed of aeolian limestone. Motor transport being for- 
bidden, the horse-population of 150 to the square mile 
provides a good supply of manure, and on it in a climate 
so moist and warm, flies thrive. Enteric fever is endemic, 
so that fly prevention is of the first importance. The manure 
cannot be burned for economic reasons; spreading was 
tried, but abandoned, for in that windswept spot the ambient 
air became filled with horse litter; spraying with fly- 
deterrents killed only the larve near the surface of the dumps. 
Major E. B. Allnutt! remembered the advice given by Lieut. 
E. Baber, South African M.C. (THE LANCET, 1918, i., 471), 
to pack the manure firmly together each day in a cell with 
impermeable walls and floor so as to secure a temperature of 
decomposition high enough to destroy the developing fly 
larve. Storage was done in pairs of cement-faced cells, 
5 ft. by 5 ft. by 24 ft. wide, just large enough to take the 
manure of a horse for ten days. The larve, as they hatched 
out, finding the centre of the mass too hot to hold them, 
moved to the cooler periphery, whence they were raked 
off and pushed into the hot centre of the mass. The cement 
floor extending a foot forward of the heap ends in a water 
channel containing 2 in. of weak cresol, into which the larve 
which attempt to reach the cool earth outside, in order to 
pupate, fall and are drowned. The gutter is finished on 
the outer side with an inverted J moulding which the larve 
cannot pass; indeed, Major Allnutt arranged a similar 
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overhanging edge to each of the walls of these cells, so that 
escape was impossible in any direction and fly multiplica- 
tion ceases. When one cell is filled, its contents stand for 
ten days until all the larve are dead and the compost 
unattractive to flies, when it can be safely laid on the fields. 
Meanwhile the other cell of the pair is put into use. Simple 
as is the mechanism and successful in his hands, Major 
Allnutt reminds those who would follow him that the contro! 
of flies requires constant supervision and unceasing labour. 


CHRISTCHURCH HOSPITAL, NEW ZEALAND. 


Dr. P. Clennell Fenwick has published a well-written and 
admirably illustrated ‘‘ Historical and Descriptive Sketch ’’ 
of this hospital, of which he is consulting surgeon, accom- 
panied by a separate ‘ Review’ of the radium and deep 
therapy department. The hospital, which was established 
in 1862, stands upon a beautiful, but inadequate, riverside 
site. Inits early days, on a voluntary basis, it had to contend 
with serious financial difficulties, but eventually it was 
supported partly from the rates and partly by a Government 
subsidy, and there have, in addition, been substantial 
private benefactions. Thus a large ward was built and 
endowed by a Polish Jew settler in the dominion, while a 
lady gave a large block for chronic cases, and another 
benefactor the radium and deep therapy department, 
which possesses £8000 worth of radium and a Victor deep 
X ray machine which cost £4000. In the first 18 months 
more than 500 cases were treated, and the after-history 
of the patients is being carefully watched. Also there is a 
large venereal disease department, and by means of an 
affiliated society the hospital organises health propaganda. 
Dr. Fenwick is strongly in favour of provision for private 
paying patients. The hospital controls more than a dozen 
provincial hospitals, sanatoria, homes, and orphanages. 


A WANDERING TUMOUR. 
To the Editor of Tue LANCET. 


Sir,—I should like to get an explanation of a case I record 
below. 

I was shown a child 1 year and 6 months old. The 
history was that the child had suffered from no mentionable 
injury, but that a tumour was found in the ischiorectal 
region in May, 1926, when a medical man was consulted 
who prescribed an ointment for external use. In June it 
remained as it was, so a specialist in the diseases of children 
was consulted who gave similar treatment. In July the 
tumour had disappeared, to the credit of the specialist’s 
ointment, but a T-shaped glandular mass was felt in the 
iliovesical region of the abdomen, The same specialist was 
consulted again, and advised removal of the mass by operation 
or the use of the same ointment. The parents inquired if an 
X ray photo would elucidate the matter, but the specialist 
showed no special inclination for it. In August the mass 
disappeared again, to the credit of the specialist’s ointment, 
but I found that a mass had formed in the postero-lateral 
part of the right thigh. With the consent of the father, I 
removed the tumour under local anzsthesia, and found, as T 
expected, a needle. The father immediately declared that 
he had all the time considered the tumour to have contained 
a foreign body. Would it be right to say that the child 
had swallowed the needle some time before May ? 

I am, Sir, yours faithfully, 
Bombay, India, Sept. Ist, 1926. G. L. DESHMUKH. 


THE BIRTH OF UNIVERSITY COLLEGE. 


A SMALL book! by Sir Philip Magnus reproduces the 
centenary address which he gave at University College last 
April. He did well in that address to recall the difficulties 
and obstacles which University College had to meet at its 
inception. On the face of it the opposers of the scheme had 
some good grounds of disapproval. The venture had a 
commercial appearance ; the Quarterly Review described it 
as ‘“‘a joint stock speculation in education of which the 
Dissenters and their friends were the principal share- 
holders,’”” and the original funds were raised by an issue of 
£100 shares. Among its principal supporters, moreover, 
were Francis Place, the radical and revolutionary tailor, 
and Henry (afterwards Lord) Brougham, whose reputation 
for scrupulous conduct stood none too high. ‘“ The true 
Mr. Facing-both-ways of Vanity Fair,” said Peacock of 
him. How, after a somewhat stormy youth, University 
College—known originally as London University—gave 
birth to the now existing university and took on a new name 
for itself as University College, London, must be read in 
Sir Philip Magnus’s excellent little history ; for the dream 
of its founders, of a University which ‘‘ expands its portals 
with equal hospitality to all without distinction,’ has been 
realised to the full. 


1 The Birth of University College, London, 100 Years Ago. 
By Sir Philip Magnus, Bart. University of London Press. 
Pp.29. 1s. 











